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INTRODUCTION 

 
Evaluation of First 5 California Programs and Strategies 
 

Improving the lives of California’s young children and their families is the ultimate 
goal of First 5 California (Proposition 10).  To support more effective funding decisions, 
program planning, and policies, the California Children & Families Commission (CCFC) 
is developing an outcome-based accountability system (also called results-based 
accountability) which tracks progress in the areas of maternal and child health, child 
development, family functioning, and systems change.2  Several key papers have 
summarized how results-based accountability (RBA) can strengthen the efforts of state 
and local efforts.4,13  In May 2002, CCFC contracted with SRI International to design 
evaluation activities to support RBA and continuous improvement efforts at both the 
state and local levels.  This book is an effort to more clearly define and support 
decisions about which specific outcomes, performance measures, and other factors to 
include in the statewide RBA framework.  

   
The use of indicators to track the well-being of children and families is 

widespread.1,3,5,6,8,10,12,14,15  For example, in 2000, more than 90 individual efforts used 
indicators to collect essential information about the well-being of the nation’s children, 
youth, and families.9  A review of several of the commonly used indicators of child well-
being was published in 1997.7  SRI International and Child Trends have summarized 
some of the information available in the growing literature about the definition and 
usefulness of indicators to inform discussions and decisions about which indicators to 
use when tracking the progress towards the desired results of First 5 California funded 
programs.   

 
What Can Indicators Do 
 

An indicator is a measure, for which data are available, that indicates, or moves 
with, a condition that we are interested in monitoring, such as the well-being of children 
and their families.   

 
Proposition 10 County and State Commissions could use the indicators in this 

book to monitor the progress being made towards their desired results (serve as 
monitoring tools).  This information can inform policies, funding decisions, and program 
refinement, and increase public awareness and support.  Exhibit 1 presents a 
conceptual framework of what types of information will need to be collected to monitor 
First 5 California funded activities and their desired outcomes for children, families, and 
communities (Exhibit 1).  
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School 
Readiness 
Initiative 

Activities and 
Expenditures 

Exhibit 1: CONCEPTUAL FRAMEWORK FOR FIRST 5 CALIFORNIA EVALUATION

Federal Policies and Resources 

State Policies and Resources 

County Context (Resources, Demographics, Geography, Policies, History of Collaboration, local Commissions) 
Improved 

Systems of Care 
(Grantee capacity, 
accessibility, quality, cultural 
competence, civic 
engagement, service 
integration, & accountability) 

Health care 
Parenting education 
Family support services 
Early care and education 

Family Outcomes: 

Child Outcomes: 
More Schools Are 
Ready for Children  
Transitions and outreach 
between home and school  
Access to health and social 
services 
Provision of parenting and 
family support  
Links with early care and 
education programs 
Family involvement  

Improved Child Health   
Born healthy.    
Grow up healthy (including experiencing 
recommended health and dental care, good 
nutrition, and general good health). 

Improved Family Functioning 
Safe and secure in their homes and communities.
Experience positive parent-child relationships. 

Improved Child Health 
Receive adequate prenatal 
care and locate med. home. 
Provide good nutrition.  
Avoid smoking when 
pregnant or around children.
Take other safety measures.

Improved Family 
Functioning 

Have adequate 
family resources. 
Have social support 
and good emotional 
health. 

Improved Child Development 
Special needs are identified and addressed early.
Receive high-quality child care and early 
childhood education. 
Achieve appropriate developmental milestones. 

Improved Child 
Development 

Provide home 
environments that 
foster development.
Enroll children in 
preschool programs.

Benefits from Other 
Activities 

Public education 
Neonatal support 
Leverage/focus of funds on 
specific issues

Ready for School 
 Physical 
development 
Emotional well-
being & social 
competence 
Approaches to 
learning 
Communicative 
skills 
Cognition and 
general 
 knowledge 

 

Other 
Activities 
Media 
campaign 
Parent Kits 
Retention 
Incentives 
Initiative 
Cross-county 
initiated 
programs 

 
County 

Strategic 
Plans, 

Initiatives, 
Activities, 

and 
Expenditures

CCFC 

 
CCFA 

Evaluation, technical assistance, and data system that support continuous improvement and results-based accountability. 

58 
County 
Com-

missions 

PROP 10 
Implemen-

tation 
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What Can’t Indicators Do 
 

Use of these indicators will not allow for casual attributions.  In other words, 
changes seen in the indicators will not allow for statements such as  “First 5 California 
programs or strategies single-handedly caused improved outcomes for children and 
families at the program or community levels.”  Rather, the use of key indicators will 
allow for statements such as “Positive changes are occurring in the areas being 
targeted by First 5 California investments and activities.  Children are healthier, better 
supported by their families, experience more activities that support positive child 
development, and have the skills they need to be successful when they enter 
Kindergarten.” These indicators will not capture the unique experiences of individuals.  
Although indicators can suggest group and community differences in the areas of 
services and outcomes, they tend to oversimplify the experiences of individuals.  This 
occurs because individuals are part of multiple groups (e.g., ethnic, language, age, 
socioeconomic, gender, and religious) and live in communities that differ in terms of 
population density, size, safety, and other factors, but large evaluations and studies 
aggregate data by groups and communities.  To capture the stories of individuals, 
qualitative data collection methods, such as case studies, are more appropriate.   

 
How the Provisional Indicators Were Chosen 
 

As part of SRI International’s proposal for the statewide evaluation and data 
collection for First 5 California-funded programs, SRI, UCLA’s Center for Healthier 
Children and Families (CHCFC), Corporation for Standards and Outcomes (CS&O), and 
Child Trends staff compiled a provisional set of indicators that could be used to track 
progress on outcomes, program performance, and structural factors that may influence 
a County Commission’s success in achieving desired results (Exhibit 2).2  The proposed 
indicators were selected by using (1) our knowledge of the outcomes and indicators 
County Commissions are using currently (reflecting SRI’s site visits and survey of 
County Commissions and CS&O’s and CHCFC’s direct work with County 
Commissions), (2) our familiarity with national efforts to define outcomes and indicators 
for children and families (e.g., Healthy People 2010 and the Health Plan Employer Data 
Information Set (HEDIS), and National Committee for Quality Assurance (3) reviews by 
CHCFC and Child Trends of county indicator scorecards, and (4) consideration of the 
following criteria: 

 
• Importance.  How important is the indicator as a component or determinant of child 

and family well-being? 
• Validity and reliability.  Does the indicator measure what it is supposed to 

measure? 
• Sensitivity to change.  Is the indicator sensitive enough to pick up and respond to 

the impact of interventions? 
• Availability and quality of data.  Are data readily and consistently available over 

time to track changes in the indicator? 
• Meaningfulness.  Can the public and policy-makers easily understand what the 

indicator means and its implications for child and family well-being?  
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Choosing Indicators for the Statewide Evaluation and for Local Use 
 

A subset of the provisional indicators will need to be selected for the statewide 
evaluation.  We decided to provide a very comprehensive list of provisional indicators so 
that the refinement process would involve narrowing down a large set of indicators 
rather than expanding on a limited set, which might suggest a potentially infinite number 
of additional candidates. The provisional set of indicators also needs to be refined so 
that it reflects the input of the individual County Commissions and CCFC.  The process 
for identifying indicators will be transparent and criteria driven; that is, the processes 
and criteria being used to select indicators and the results of those processes will be 
communicated clearly so that County Commissions understand the rationale and history 
of the decisions being made.  County Commissions will also have the opportunity to 
give their input through regional meetings, on-line surveys, and individual contact with 
the evaluation team.  County Commissions will be asked to complete a brief survey to 
rate each of the proposed indicators on their importance, local use, and feasibility.   
 

This document provides background information for all of the provisional 
indicators listed in Exhibit 2.   Child Trends and SRI International staff conducted 
reviews of the research literature about each indicator.  In summarizing our findings on 
each indicator, we provide a definition of the indicator, an explanation of why it is 
important, information about existing uses of the indicator, potential data sources, other 
key issues and concerns, and citations for all references used.   Staff from the Center 
for Health Literacy and Communication Technologies provided SRI and Child Trends 
with additional research findings and considerations related to using these indicators 
with people from diverse groups.  In the summaries, we cite several research studies 
and examples of other indicator efforts, but these summaries are not exhaustive.  We 
hope that this information will provide a base of knowledge for the County Commissions 
and others who are considering which indicators to use.  In addition, the Commissions 
will want to consider the importance of the indicator relative to county initiatives and 
programs, and the feasibility of collecting data, if needed, at the county level.   
 

Results of the regional meetings and the indicator survey will be used to prioritize 
the indicators, identify potential barriers to collecting data on them, develop a plan for 
phasing in use of the indicators across the state, and identify needs for technical 
assistance or tools to facilitate data collection.  The results of the regional meetings and 
surveys will be presented to the Evaluation Committee and posted on the evaluation 
Web site in the fall of 2002.   
 
How the Indicators Are Organized 
 

The provisional set of indicators presented in Exhibit 2 is organized into the four 
First 5 California result areas: improved child health, improved child development, 
improved family functioning, and improved service systems.  Within each result area, 
indicators are clustered by outcomes (e.g., children are born healthy) from the 2000-
2001 County Commission Annual Report form.  Performance measures and structural 
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factors that are likely to affect the success of First 5 California-funded programs also are 
listed.  Exhibit 2 specifies three types of indicators:  
 
• Core indicators are those that could be collected by all counties,  
• Elective indicators are those that could be collected for County Commissions that 

are focusing on a specific area, and  
• Stretch indicators (shown in italics) are those that would be valuable in assessing 

some Commissions’ activities but that need further development and pilot testing 
and therefore should not be used to hold programs or County Commissions 
accountable.   

 
Finally, the list contains some county-level (population-based) indicators that come 

from extant county or state databases (marked with a “C”).    These population-based 
indicators will enable monitoring of conditions among young children and their families 
over time in each county.  Changes in these conditions may or may not be influenced by 
programs funded by First 5 California, since not all young children and their families will 
be enrolled in programs funded by  California, and other factors besides programs 
influence these conditions.  To reduce data collection burden on County Commissions, 
SRI and AIR will collect most of the county-level data and make them available to 
County Commissions and CCFC through PEDS.  The list also contains some individual-
level indicators that will need to be collected directly from participants in First 5 
California-funded programs (marked with a “P”).  These indicators monitor participants 
in a program or the program itself, and do not generalize to the population of the county 
as a whole. 
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Exhibit 2 
PROVISIONAL INDICATORS 

 
 Outcomes Performance Measures  Structural Measures 

Results Area:  Improved Child Health 
 
Core 
Indicators 

 
A.  Children are born healthy. 
1. Infant survival rate (C)  
2. Number and percentage of births at low birth weight (C) 
3. Number and percentage of births at very low birth 

weight (C) 
4. Number and percentage of preterm births (less than 37 

weeks gestation) (C)  
5. Number and percentage of women who had a positive 

screen for alcohol or drugs during delivery (C) 
 
B.  Children receive preventive and ongoing regular 
health care. 
1. Number and percentage of children aged 19 to 35 

months who receive the vaccines (P) 
2. Number and percentage of children who receive 

recommended well-baby and child checkups by age 2 
(P)  

3. Number and percentage of children with a regular 
medical home (P)   

 
 
 
 
C.  Children are in healthy and safe environments. 
1. Number and rate of emergency room visits by 

children with nonfatal unintentional injuries(C)  
2. Number and percentage of children whose parents 

rate them as in very good or excellent health (P) 
3. Number and percentage of children 0 to 5 with 

blood lead levels greater than 10 micrograms of lead 
per deciliter (C) 

 
 

 
Expectant mothers have adequate prenatal 
care and preparation. 
6. Number and percentage of live births in which  
       mothers received late or no prenatal care (C) 
7.   Number and percentage of women who have 

taken a prenatal birth preparation class (P) 
 
 
 
 
 
 

4.   Number and percentage of families served by 
home visitation programs that focus on 
postpartum and neonatal health (P) 

5.   Number and percentage of children who have 
health insurance (P) 

6.   Number and percentage of children 
participate 

      in fully operational population-based    
     immunization registries (C) 
 
 
 
 
4.  Number and percent of new parents taking 

parenting skill classes focused on basic care 
and child safety (P) 

 
 
8. Availability of 

prenatal services (ratio 
of providers to births) 
(C) 
 

 
 
 
 
 
 
7.   Availability of pediatric 

health services (ratio of 
providers to children 
under age 5) (C) 
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Exhibit 2 
PROVISIONAL INDICATORS 

 
 Outcomes Performance Measures  Structural Measures 

Results Area: Improved Child Health (Continued) 
 
Elective 
Indicators 

D.  Children are healthy and well nourished. 

1. Number and percentage of women who are 
breastfeeding at time of hospital discharge/6-week follow-
up (P) 

2. Number and percentage of children 0 to 5 years of age 
who are in the expected range of weight for their height 
and age (C)  

 
 
3.   Number and percentage of women who 

participate in breastfeeding support programs 
(P) 

4.   Number and percentage of qualified families 
receiving WIC (C) 

5.   Number and percentage of qualified families 
receiving Food Stamps (C) 

 
 
 
 
 
 
  

 
Elective 
Indicators 

 
E.  Children have good oral health. 
1. Number and percentage of children ages 3 and older 

who receive annual dental exams (P)   
2. Number and percentage of children with no dental 

caries at age 5 (P)    
3. Number and percentage of children at age 5 with 

untreated dental problems (P) 
 
F.  Children are free of smoking-related illnesses. 
1. Number and percentage of children who live in 

households where no adults smoke (P)  
2. Number and percentage of women who did not smoke 

during pregnancy (P)  
3. Number and percentage of children 0 to 5 years of age 

who have asthma (C)  

 
 
4.   Number and percentage of children who have 

dental insurance (P)  
 
 
 
 
 
 
4.   Number and percentage of adults who 

participate in smoking-cessation programs 
and who live with children  
0 to 5 (P) 

 
 
5.   Availability of dental 

services (ratio of 
providers to population) 
(C) 

 
 
 
 
5.   Availability of smoking- 

cessation programs for 
pregnant women, their 
partners, and parents of 
young children (ratio 
programs to adults in 
the community) (C)  
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Exhibit 2 
PROVISIONAL INDICATORS 

 
 Outcomes Performance Measures  Structural Measures 

Results Area: Improved Child Development 
 
Core 
Indicators 
 
 

 
G.  Children have access to high-quality early care and 

education. 
1. Number of licensed center-child care spaces per 100 

children (C) 
2. Number of licensed family child-care slots per 100 

children (C) 
3. Number of Head Start slots per 100 low-income children 

(C)  
4. Number and percentage of licensed center child-care 

spaces for children with special needs (C) 
5. Number and percentage of children with special needs 

enrolled in Head Start (C) 
6. Number and percentage of ECE/child-care workers who 

are credentialed (C) 
7. Staff-to-child ratio in center-based facilities for children 

under age 2 (C) 
8. Staff-to-child ratio in center-based facilities for children 

ages 2 to 5 (C) 
9. Number of accredited centers per 100 children (C) 
10. Number and percentage of parents who are satisfied 

with the ECE/child care for their children ages 0 to 5 
(excluding those in kindergarten) (P)  

 
ECE/child care providers have increased 
supports and educational opportunities. 
11.   Number of applications for child-care center 

licenses submitted and approved (C) 
12.   Number of people participating in classes, 

training, or field work to obtain their 
credential (C)  

13.   Number of child-care centers in the process 
of obtaining accreditation (C) 

14.   Number and percentage of ECE/child-care 
providers who have participated in 
continuing education (P) 

15.   Retention or turnover rate of child-care 
workers, by level of worker (C)  

 
 
 
16.   Median pay for child- 

care workers (C) 
17.   Number of calls 

received by Child 
Care Resource and 
Referral agencies 
(CCRRs) in each 
county, by type of 
caller (i.e., parents, 
child-care 
providers)(C) 
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PROVISIONAL INDICATORS 

 

 Outcomes Performance Measures  Structural Measures 
Results Area: Improved Child Development (Continued) 

Elective 
Indicators 

 
H.  Children participate in early childhood education 

programs. 
1. Number and percentage of children who have ever 

attended a nursery school, pre-kindergarten, or Head 
Start program by the time of kindergarten entry (P) 

2. Percentage of children with special needs who 
participate in early childhood care and education 
programs (C) 

 
I.   Children receive early screening and intervention 

for developmental delays and other special needs. 
1. Number and percentage of primary care providers 

who use developmental screenings on all children by 
age 3 (P) 

2. Number and percentage of children identified as 
having special needs by the time of kindergarten entry 
(P) 

3. Number and percentage of children identified with 
disabilities who are referred to developmental services 
by kindergarten entry (P) 

 
 
 
J.  Children live in home environments supportive of 
optimal cognitive development. 
1. Number and percentage of families who report 

reading or telling stories regularly to their children, 3 to 
5 years of age  (P or C)  

2. Number and variety of reading materials in a child’s 
home (P) 

3. Amount of educational television child watches per 
weekday (P)  

4. Amount of educational television child watches per 
weekend day (P)  

5. Amount of noneducational television child watches per 
week day  

6. Amount of noneducational television child watches per 
weekend day  

 
 
 
 
 
 
 
 
 
 
 
4.   Number and percentage of early childhood 

care and education providers who receive 
training and/or technical support for caring for 
children with special needs (P) 

5.   Number and percentage of primary care or 
early education who use developmental 
screenings for all children under age 3 (P) 

 
 
 
 
 
 
 
7.   Number and percentage of parents taking 

parenting skill classes focused on supporting 
child development (P) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
8.   Number of family 

literacy programs in the 
community and number 
of spaces available in 
the family literacy 
programs in the 
community (C) 
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 Outcomes Performance Measures  Structural Measures 
Results Area: Improved Child Development (Continued) 

  
K.  Children enter kindergarten “ready for school.” 
1.   Number and percentage of children entering 

kindergarten ready for school as determined by 
assessments completed by teachers and parents that 
indicate the child is ready in the areas of cognitive, 
social, emotional, language, approaches to learning, 
and health/physical development  (P) 

 
2.   Number and percentage of children who 
participate in school-linked transition/school 
readiness immersion programs (P) 

 

 Outcomes Performance Measures  Structural Measures 
Results Area: Improved Family Functioning 

 
Core Indicators 

 
L.  Children are safe from intentional injuries in their 

homes and communities. 
1. Number and percentage of children with substantiated 

or confirmed (open) cases of child abuse (C)   
2. Number and percentage of child maltreatment in 

which there is a recurrence within a 6-month period  
(C)  

3. Number and percentage of children who have ever 
witnessed domestic violence (P) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
M.  Fewer teenagers have babies, and more parenting 

teenagers delay subsequent pregnancies. 
1. Number and rate of births to young teenage mothers 

(C) 
2. Number and percentage of teenage births within 24 

months of a previous birth (P) 

 
Parents receive increased parent support 
services. 
4.   Number and percentage of parents in the 

county participating in parenting education 
classes and/or other educational 
opportunities focused on discipline (P) 

5.   Number and percentage of families in the 
county served by home visitation programs 
focused on family support and basic-needs 
assistance (P)  

6.   Average number of home visits focused on 
family support and basic needs assistance 
made to each family (P) 

7.   Number and percentage of home visitors with 
the required level of home-visitation program 
training (P) 

8.   Number of calls received by hot lines per 
population over a year and number of calls 
received by warm lines per population over 
a year (C) 

9.   Number and percentage of families in the 
county served by family-resource centers 
concerning family support (P) 

 
 
3.   Percentage of adolescents who have never 

engaged in sexual intercourse before age 18 
years (C) 

4.   Number and percentage of sexually active 
adolescents reporting regular use of birth 
control (C) 

 
 
 
10.   Ratio of children 0 to 5 

years of age to adults in 
neighborhood (C)  

11.   Number of family- 
support programs or 
slots in each county (C) 

12.   Violent crime rates (C) 
 
 



Exhibit 2 
PROVISIONAL INDICATORS 

 
 Outcomes Performance Measures  Structural Measures 

Results Area: Improved Family Functioning (Concluded) 
 
Elective 
Indicators 

 
N.  Families are self-sufficient.  
1. Number and percentage of children living in poverty 

(C)  
2. Number and percentage of parents reporting food 

security (i.e., no hunger, as opposed to moderate or 
severe hunger) (P)    

3. Number and percentage of children who move more 
than once in a year (P) 

 
 
 
 
 
 
 
 
 
 
O.  Parents provide nurturing and positive emotional 

support to their children. 
1. Number and percentage rated by self-response 

survey as demonstrating adequate parenting skills (P) 
2. Mothers’ perceptions of their social support and 

density of social ties (P) 
3. Number and percentage of children living with parents 

with a history of mental problems (or current mental 
health problem) (P)  

 
 
 
 
 

P.  Children remain with their families. 

1. Number and percentage of children under age 5 who 
have lived in foster care within the past year (C)  

2. Number and percentage of children under age 5 in 
foster care who are placed in a permanent home (C)] 

 
Families participate in opportunities to 
improve their economic status and access to 
basic needs. 
4.  Number and percentage of families who 

receive enhanced case management 
services to meet their basic needs (P) 

4.1 Number and percentage of families who  
       receive support services through family  
       resource centers (C) 
5. Number and percentage of qualified families 

receiving Temporary Assistance for Needy 
Families (TANF/CalWorks) (P) 

6. Percentage of parents participating in 
education, training, ESOL, literacy, and/or 
Graduate Equivalency Diploma (GED) 
programs (P) 

 
 
 
4. Number and percentage of mothers 

screened for and referred for depression (C) 
5. Number and percentage of parents actually 

receiving treatment for depression or other 
mental health problems (C) 

6. Number and percentage of parents actually 
receiving treatment for alcoholism or 
substance abuse (C) 

7. Number and percentage of people who are 
aware of any support services available in 
their community (P)  

 
7. Median household 

income (C) 
8. Unemployment rate (C)  
9. Housing costs above 30 

percent or 50 percent of 
average household 
income (C) 

10. Percentage of teenagers 
who are mothers, under 
age 18 (C) 

11. Percentage of mothers 
who are unmarried (C) 

 
 
 
8. Number and percentage 

of parents who report a 
sense of belonging to 
the 
neighborhood/communit
y (P) 

9. Percent of parents who 
are afraid to let their 
children play outside 
because of concern 
about crime or the 
children’s safety (P) 
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 Outcomes Structural Measures 
Results Area: Improved Service Systems 

 
Core 
Indicators 

Funded-Program Grantee Reports of Involvement in the Following System Reforms: 

Q.  Increased accessibility of services/activities 

1. Increased number of providers 
2. Increased number of service locations 
3. Increased percentage of eligible population 
4. Expanded eligibility services (e.g., removal of financial barriers by raising eligibility to 2 or 3 times poverty 

level) 
5. Providing co-located services (e.g., multiple agencies providing services at a shared location) 
6. Providing services in conveniently located places (e.g., schools) 
7. Providing mobile services (e.g., mobile van) 
8. Providing home-based services 
9. Providing transportation to services 
10. Providing activities or services at reduced prices or free of charge 
11. Expanding service hours or making scheduling flexible  
12. Increasing outreach and public awareness of services 
13. Providing services for special-needs population(s)  
14. Providing services for underserved population(s) 
 

R.  Improved service delivery 
1. Providing training and technical assistance to program staff to improve quality of services 
2. Increased family focus of services (e.g., addressing the needs of multiple family members) 
3. Improved facilities 
4. Increased attention to prevention-focused services/activities 
5. Parent/participant reports of satisfaction with content, quality, and family centeredness of services delivered 
6. Increased percentage of programs which meet standards for high program quality (e.g., increased 

percentage of child care programs are accredited; score high on standardized measures of quality such as 
the ECERS) 

 
S.  Increased cultural competence 

1. Cultural diversity training for providers 
2. The provision of training and technical assistance to improve knowledge, attitudes, and skills of service 

providers to increase their capacity to work with children with disabilities and other special needs 
3. Service providers who are culturally and linguistically reflective of the community 
4. The provision of print, audiovisual, and electronic materials that are culturally and linguistically appropriate 

for communities being served and written at appropriate literacy levels  
5. The availability of adapted and specialized services and supports for children with special needs and their 

families 
6. Data collected and reported by ethnicity, language, age, gender, geographic areas, special needs 

populations, or other significant subgroups 

 
• History of collaboration 

among service 
agencies, schools, and 
early childhood 
programs 

 
 
• Gaps in services 

requiring the addition of 
new providers/ 
agencies 



Exhibit 2 
PROVISIONAL INDICATORS 

 
 

 Outcomes Structural Measures 
Results Area: Improved Service Systems 

  
T.  Increased service integration 

1. Providing comprehensive services (combination of health, educational, social, or emotional support 
services)  

2. Having written agreements (MOUs) with other agencies to facilitate referrals, data sharing, or service 
coordination 

3. Joint planning and decision-making among multiple agencies  
4. Participating in service teams composed of providers from multiple agencies and disciplines 
5. Increasing number of providers with interdisciplinary training 
6. Seeking joint funding and/or pooling resources with other agencies 
7. Using a centralized registry or database across agencies to share information on program participants  
8. Advocating for policy change in collaboration with other agencies 
9. Reduction in amount of time for families between the initial referral and receipt of services 
 

U.  Increased accountability for results 
1. Using a shared accountability system across agencies (e.g., using some common measures to assess 

results and examining findings jointly)  
2. Developing new data collection tools 
3. Conducting research on effective practices/integrated systems 
4. Using data to inform program refinements and future program funding 
 

V.  Increased civic engagement of program participants 
1. Increasing public input (e.g., surveys, community hearings) 
2. Providing policy and advocacy training to program participants 
3. Increasing civic participation on policy boards 
4. Increasing volunteer support of agencies/services 
5. Increasing civic participation in formal and informal community associations 
6. Increasing family use of peer support groups 
 

W.  Increased Sustainability of First 5-funded Programs 
1. Program has a fundraising plan for current year and at least one year into the future 
2. Increase in total funding for program  
3. Percentage of First 5 funds versus funds from other sources  
4. Percentage of funds from long-term sources, such as local tax levies 
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PROVISIONAL INDICATORS 

 
 

 
Elective 
Indicators 

 
X.  School Readiness Service System Improvements 

1. Number and of elementary schools with formal linkages to preschools, Head Start and Early Head Start 
programs, child care centers, home visiting programs, and community resources 

2. Number and percentage of preschools with formal linkages to public and private elementary schools, child 
care centers, home visiting programs, and community resources. 

 

 

 

 16 



 

Diverse Groups and the Use of Indicators 
 

The proposed indicators may not work as well or provide consistent data across 
cultural, economic, and other diverse groups.  Groups have different histories, 
sociopolitical influences and relationships, forms of government and economic 
resources and agendas. These and numerous others factors make groups dissimilar on 
many contextual levels.11  For example, indicators may under count some issues, 
especially for immigrants who may be less likely to report problems or crimes (e.g., 
domestic abuse) due to their own legal status and language barriers.  Also, new 
immigrants without documentation may be less likely to access certain education, 
health, basic needs, and mental health services due to mistrust of the system or fears of 
being reported to government agencies or due to language barriers.  Performance 
measures (e.g., participation rates) for programs that promote values and practices 
about parenting and health care that differ from those of the parents participating in 
those programs may be seen as inappropriate.  Finally, differences in language and 
socialization practices between children and their teachers can affect teacher ratings of 
children's readiness for school.  
 

Similarly, the proposed indicators may change over time for different reasons for 
specific groups.  For example, birth weight can increase for good reasons like better 
nutrition and prenatal care or for bad reasons such as increases in maternal diabetes.  
Therefore, it is important not only to notice differential changes on indicators between 
groups, but different reasons for changes even when both groups are moving in the 
same direction. 
 

To help compensate for the possibility of data quality issues with groups of diverse 
background, we make the following recommendations: 

 
1. Recognize that past experiences, values, and beliefs shape the way people 

experience particular situations.  Therefore, people with diverse backgrounds 
may interpret the same services, activities, and questions very differently.  
Providing opportunities to clarify the meaning of questions may be necessary. 

 
2. Recognize that data quality problems may exist, and that the data may not 

accurately represent groups from diverse backgrounds.  Whenever possible, 
develop other methods of confirming findings, such as interviews, conducted by 
cultural peers with diverse community representatives. 

 
3. Make sure self-report questionnaires and surveys are culturally and linguistically 

appropriate and adapted for the literacy level of the audience.  Translations 
should be done by native speakers/writers of each language and proofread by 
trained proofreaders.  Questions should be culturally appropriate (i.e., make 
sense and be sensitive to cultural values) and asked in a culturally appropriate 
way (e.g., with privacy, addressing the correct family member). 
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4. As with services and programs, evaluation activities must be convenient (e.g., 
sensitive to how long activities take and address families’ need, offer child care 
and food if done in person). 

 
5. Be aware of some families’ reluctance to share personal information due to 

concerns about safety or legal concerns, cultural values, and immigration status.  
Always give people the option to not share information if they are uncomfortable 
doing so.  However, always record general information on who is opting out of 
evaluation activities to identify whether certain groups of people are 
underrepresented in the evaluation data. 

 
Glossary of Terms 
 

The defining of results, outcomes, and indicators involves developing common 
terminology.  The following definitions describe some of the terms that are used in the 
discussion about defining results and indicators: 

 
• Results-based accountability involves knowing what you want to achieve, 

measuring how well you are achieving it, and using that information to make 
adjustments for higher success rates.  The goal is for systems to be driven by 
outcome data. 

 
• Results (also referred to as goals) are bottom-line conditions of well-being for 

children, youth, families, or communities.  For example, the Proposition 10 
legislation specifies these results: children enter school in good health, ready and 
able to learn, and emotionally well developed.   

 
• An indicator is a measure, for which data are available, that indicates, or moves 

with, a condition that we are interested in monitoring, such as the well-being of 
children and their families.  Indicators   measure specific aspects of results to be 
achieved, and as they move up and down, they reflect   whether conditions are 
moving in the desired direction.  Using indicators for a specific result helps us to 
know how we could recognize this condition, and whether we are making progress.   

 
• An outcome is something that follows as a result or consequence.  For example, 

when this term is applied to program performance, it refers to measures of how well 
a program is meeting its mission for its client population.   

 
• Performance measures refer to how well a particular program or agency is working 

for its clients.   
 
• Structural measures refer to conditions (e.g., availability of resources) that can 

affect the likelihood of being able to provide planned activities or achieve one’s 
outcomes. 
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• Causal attribution refers to the ability to assert that a particular program or event 
was responsible for bringing about a specific a change. 

 
• Monitoring tool refers to a way to track changes in the status of an indicator of well-

being but does not tell you why that change occurred. 
 
An Opportunity To Learn, Share, and Garner Support  
 

First 5 California presents a historic opportunity to demonstrate to the public and 
others that making strategic investments into the infrastructure and services that 
support the development of its youngest citizens can pay off.4  In addition, it is a unique 
opportunity to learn what types of investments seem to add the most value (be 
associated with greater improvement in well-being) for specific communities and 
groups.  Also, it is an opportunity to improve existing strategies and programs through 
documenting their performance and results and using that information to refine practices 
and policies.  Finally, it is an opportunity to set an agenda for child and family well-being 
by publicly monitoring the status of key conditions and community supports for children 
and families. 
 

The information presented in this book can support Proposition 10 Commissions 
and others in selecting indicators that can inform their accountability efforts, continuous 
improvement of strategies and programs, and funding and policy decisions.  The next 
step is to reach consensus on a subset of these indicators that everyone can rally 
around as well as learn from. 
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A. Children are born healthy. 
1. Infant survival rate (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
Infant survival rate is the complement of infant mortality rate, which is the number of 
infants who die between birth and their first birthday, per 1000, live births. For example, 
if the infant mortality rate were 20 per 1,000, the infant survival rate would be 980 per 
1,000. 
 
Why is this indicator important? 
 
Infant mortality rate is an extremely important indicator of the health of 
communities. Findings about the children who do not survive attest to the importance 
of infant survival rates as key indicators of child well-being and the health of a 
community. In 1999, infant mortality rates in the United States were higher for children 
whose mothers began prenatal care late or had none at all, those who did not complete 
high school, those who were unmarried, those who smoked during pregnancy, and 
those who were teenagers.4  

 

Infant survival rate can be improved through focused interventions. The World 
Health Organization (WHO) has increased infant survival rate by:  
(a) identifying and implementing strategies to promote and improve home and 
community practices that lead to gains in neonatal health and survival, (b) making 
improvements in health facilities that cater to infants and young children, and (c) 
developing tools to assist countries in promoting improved neonatal care and healthy 
growth and development of infants and children within communities and health 
facilities.11  Based on the success of the WHO, the Health Resources and Services 
Administration (HRSA) of the U.S. Public Health Service established the Healthy Start 
initiative to reduce infant mortality by 50 percent over 5 years.8 

 
Children living in poverty are more likely to die in their first year of life. Children 
living in poverty are more likely to die from chronic conditions such as respiratory 
disorders and asthma2,9,10 and from cancers, congenital anomalies, and heart disease.5-

7,9  They also have increased mortality rates due to acute conditions or events, such as 
pneumonia or influenza.1,3  Infant survival rate is considered to be one of the best 
indicators of overall socioeconomic development of a community, given its association 
with gross national product per capita, family income, family size, mother’s education, 
and nutrition.5  
 
Infant survival rate is closely related to healthy birth outcomes. (See A2, A3, A4.)  
Infants born prematurely and/or with low birth weight are also more likely to die during 
infancy than their full-term and normal-birth-weight counterparts.4 
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Who else currently uses this indicator? 
 
This indicator is currently being used by the World Health Organization (WHO), the 
United Nations, the Centers for Disease Control and Prevention, the U.S. Department of 
Health and Human Services, and the National Center for Health Statistics. Many states 
use infant mortality rates as an important indicator of child health. 
 
What are the possible sources of data for this indicator? 
 
This indicator can be compiled from birth records and death certificates. Data from birth 
records and death certificates are available from the Division of Vital Statistics, a branch 
of the National Center for Health Statistics at the Centers for Disease Control and 
Prevention (CDC). Birth records and death certificates also can be obtained by 
contacting local or state health departments. 
 
Are there any key issues or concerns about the use of this indicator? 
  
• Reliability/Validity: 
Infant survival rate has clear relevance to policy-making for healthy children and can be 
accurately measured. Infant survival rate also is a good predictor of differences in 
availability, utilization, and quality of health care, particularly perinatal care.  
 
• Sensitivity to change:  
It may take a long time to detect changes in this indicator. Multiyear initiatives that have 
tried to reduce infant mortality by strengthening communities and their ability to address 
the medical, behavioral, social services, and cultural needs of women and their infants 
have found that it is difficult to produce decreases in infant mortality over a 5-year 
period.9 This finding suggests that this indicator needs to be monitored long-term in 
tracking progress in the infant health domain within communities. 

 
• Cultural issues:  
Data clearly indicate that there is wide variation in infant mortality rates by the race of 
the mother, with the rates being highest for infants of black mothers, compared with all 
other racial groups.4  This trend holds in the case of neonatal mortality rates as well as 
postneonatal mortality rates.  

 
• Other: 
Infant mortality rate is also collected by the age of the infant. Neonatal mortality rate is 
the number of deaths of infants under 28 days of age, per 1,000 live births. 
Postneonatal mortality rate is the number of deaths of children that occur between 28 
days and 365 days after birth, per 1,000 live births.4 
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A. Children are born healthy. 
2. Number and percentage of births at low birth weight (C) 
3. Number and percentage of births at very low birth weight (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
The number of births at low birth weight refers to children who are born during a 
given time period weighing less than 2,500 grams, or 5 pounds, 8 ounces.7  The 
number of births at very low birth weight refers to children who are born during a 
given time period weighing less than 1,500 grams, or 3 pounds, 5 ounces.7   
The percentages of births at low and very low birth weight are calculated by 
dividing the numbers of low-  and very-low-birth-weight children born during a 
given time period by the number of live births during that period. 
  
Why is this indicator important? 
 
Low birth weight is the key determinant of neonatal death7 and a risk factor 
for a variety of health and developmental problems.  In particular, children 
born at low birth weight are at greater risk of experiencing developmental delays, 
congenital anomalies, hearing and vision problems, cerebral palsy, and other 
developmental disabilities.5,13,19  The risks are even greater for very low birth 
weight infants, including serious medical conditions and extended stays in 
neonatal intensive care facilities.3,4,12,14,15,24  
 
Low birth weight is associated with early problems in school and the need 
for special education services.  A study of children ages 4 to 17 who were born 
at low birth weight found that these youth were more likely to be enrolled in 
special education classes, to repeat a grade, or to fail school than children who 
were born at a normal birth weight.18 
 
Low birth weight is more common among the children of mothers who 
smoke during pregnancy than among those who do not.7  This suggests that 
reducing the number of expectant mothers who smoke may have an effect on 
reducing low-weight births. 
 
The number of babies born with low birth weights has grown over the last 
10 years.  In the United States, the large majority of children are born at a 
normal weight.  However, in 2000, 7.6 percent of all babies were born weighing 
less than 5.5 pounds.8  This represents an increase from 1990, when only 7 
percent of all babies were born weighing less than 5.5 pounds.11  It is important 
to note that this increase may represent multiple factors, including the increasing 
number of twin, triplet, and higher-order multiple births16,28,29 and improvements 
in the medical care of babies born preterm. 
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Who else currently uses these indicators? 
 
Many national efforts, states, and communities have been using these 
indicators to monitor children's health and, more recently, the school 
readiness of their children.  These indicators are being tracked by several 
national efforts, including: America’s Children: Key National Indicators of Well-
Being 2002; Child Health USA 200117; the Child Trends DataBank; KIDS COUNT 
and Child Trends in The Right Start: City Trends, The Right Start for America's 
Newborns: A Decade of City and State Trends, and KIDS COUNT Data Book2; 
the Sustainable Measures Indicators Database; the U.S. Department of Health 
and Human Services in Trends in the Well-Being of America’s Children & Youth 
200127, Vital Statistics (Department of Health and Human Services, CDC)30, and 
Zero Population Growth: Kid Friendly Cities Report Card.  In addition, Healthy 
People 2010 tracks this indicator.26  Low and very low birth weight are also 
included as measures by the National Education Goals Panel in Special Early 
Childhood Report.20   
 
Several states (including California,6 Minnesota, New York, Rhode Island, and 
South Carolina) have included these indicators in their plans to track school 
readiness.   
 
What are the possible sources of data for these indicators? 
 
The National Vital Statistics System is the best source for these indicators.  
Birth certificate information is entered into the National Vital Statistics System, 
which is maintained by the National Center for Health Statistics.  State or local 
health departments can gather this information from birth certificates.  Parent 
surveys and interviews also can be used to collect data for these indicators. 
 
Public use data files and survey items can be found online.  For example, 
the 1993 National Household Education Survey (NHES) School Readiness 
Interview collected data on very low birth weight.22  The 1995 NHES Early 
Childhood Program Participation Survey collected data on low birth weight.21  
The National Longitudinal Study of Adolescent Health (Add Health) surveys 
parents on their child’s birth weight.23  In addition, the Early Childhood 
Longitudinal Study, Kindergarten Survey (ECLS-K) includes questions on low 
birth weight and very low birth weight in the Fall Parent Interview.9  The National 
Health Interview Survey collected data on birth weight in a parent interview.1 
 
Information for the state of California is collected and maintained in “Natality 
Data” by Vital Statistics, Department of Health and Human Services, Centers for 
Disease Control and Prevention.30  State-based data are also tracked by the 
California Department of Health Services in the Birth Statistical Master File.  
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Are there any key issues or concerns about the use of these indicators? 
 

Reliability/Validity: • 

• 

• 

• 

There is strong confidence in the accuracy and reliability of weight recorded on 
birth certificates because of well-established data recording and reporting 
procedures.25  Conversely, there may be some issues with the reliability of 
parental recall of birth weight. 
 

Sensitivity to change: 
Low-birth-weight rates in the United States. have remained fairly stable over the 
past several decades, so the expected changes over time may be minimal.10  It 
may take a long time to detect important changes in low-birth-weight rates. 
 

Cultural issues: 
Low birth weight is especially an issue for black, non-Hispanic children.  In 1998, 
13 percent of black, non-Hispanic infants were born at low birth weight, 
compared with 7 percent of white, non-Hispanic and 6 percent of Hispanic 
infants.8,20  This pattern suggests that it is critical to gather race/ethnicity-specific 
rates of low birth weight in monitoring communities over time.   
 

Other:  
Focusing on percentage of low-birth-weight births in a community may obscure 
other communitywide health problems that data about the entire distribution of 
birth weights would illuminate (e.g., infants with above typical birth weights who 
are born to mothers with diabetes). 
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A.  Children are born healthy. 
4.  Number and percentage of preterm births (less than 37 weeks 

gestation) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of infants born early, defined as having a 
gestational age of less than 37 completed weeks (expected gestation is 40 
weeks). The percentage of preterm births is calculated by dividing the number of 
infants born with a gestational age of less than 37 completed weeks by the total 
number of live births during a given time period.26  
 
Why is this indicator important? 
 
Preterm babies are at a heightened risk of dying or requiring neonatal 
intensive medical care after birth. The infant mortality rate for very preterm 
infants (infants with gestational ages of under 32 weeks) is nearly 68 times the 
rate for infants born at full term (37-41 weeks of gestation), while that for 
moderately preterm infants (32-36 weeks of gestation) is more than three times 
the rate for full-term births.19  Being born preterm is also associated with being 
born at low birth weight (less than 2,500 grams, or 5.5 pounds) which places a 
child at risk for health and developmental problems (see indicators A1, A2, A3). 
Both factors place children at greater risk of experiencing developmental delays, 
congenital anomalies, hearing and vision problems, cerebral palsy, and other 
developmental disabilities.6,14,20  The risks are even greater for very premature 
infants, including serious medical conditions and extended stays in neonatal 
intensive care facilities.4,5,13,15,17,21    
 
Preterm infants who survive are more likely to be impaired neurologically 
and experience greater problems with school later in life.12  Many preterm 
children score significantly lower than full-term children on gross motor scales 
during their first three years.  This may be a result of delayed physical and 
neurological development, as well as neurological damage due to complications 
of pregnancy or delivery.10,24  Longitudinal studies and literature reviews about 
the long-term development of preterm infants in the areas of cognition, motor 
skills, behavior, and language indicate that preterm children are at risk for 
numerous problems and developmental delays.3   For instance, longitudinal 
research has found higher than expected percentages among preterm children 
for learning disabilities, attention deficit disorder (ADD), language impairments, 
mild neurological impairments, and general school concerns by grade 5.9 
 
The percentage of births born preterm in the United States has risen 
steadily over the last two decades.  The percentage of preterm births rose 
from 9.4 percent in 1981 and 10.6 percent in 1990 to 11.8 percent in 2000.18 
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A preterm birth is a strong indicator of lack of access to high-quality 
prenatal care and of poor maternal health.7,8,22  Preterm births are associated 
with lack of access to high-quality preconception and prenatal health services for 
women of child-bearing age.7  They also are associated with maternal health 
issues, such as smoking, diabetes, and drug use16,25 (see indicators A5 and F4). 
 
Who else currently uses this indicator? 
 
This indicator is currently used by the U.S. Department of Health and Human 
Services, the National Center for Health Statistics, and the Centers for Disease 
Control and Prevention. 
 
What are the possible sources of data for this indicator? 
 
The National Vital Statistics System is the best source for this indicator. 
Birth certificate information is entered into the National Vital Statistics System, 
which is maintained by the National Center for Health Statistics. State or local 
health departments can gather this information from birth certificates.  Parent 
surveys and interviews also can be used to collect data for this indicator.   
 
Are there any key issues or concerns about the use of this indicator? 
  
• Reliability/Validity:   
Several methods are used to estimate gestational age, including maternal report 
based on the date of conception or based on the date the last menstrual period 
began, ultrasound during pregnancy, and clinical assessments of the infant 
based on neurological, physical, and motor signs assessed at or shortly after 
birth.  The precision and comparability of the estimates obtained may vary 
according to the method used.  All methods used to estimate gestational age are 
subject to margins of error but are considered to be reliable.  Maternal report is 
subject to error since it relies on the accuracy of the mother’s memory of the date 
of conception (or the date the last menstrual period began). Ultrasound 
measurements are also subject to margins of error and cannot be relied on for 
100 percent accuracy.11  After the infant is born, it is possible to develop clinical 
estimates of fetal age: there are several scales to assess an infant’s stage of 
physical development.  The infant also is weighed and measured, and those 
numbers are compared with average-growth charts.  Even with these 
measurement issues, population estimates for fetal age are sufficiently accurate. 
 
• Sensitivity to change:   
The percentage of preterm births rose 9 percent from 1989-90to 1998 and 23 
percent from 1981 to 1998.26  
 
• Cultural issues:   
There exists a strong association between preterm delivery and race.  Black 
infants are nearly twice as likely as white infants in the United States to be born 

A4 - 2 



 

before 37 weeks of gestation.  There also is evidence that in more severe grades 
of preterm birth, the difference between blacks and whites is even greater.26  It 
has been suggested that this difference may reflect variation in factors such as 
household income, education, and availability of health care services.2  
 
In California, preterm births have increased from 9.8% (1990) to 10.1% (1997.)  
The rates among white-non-Hispanics and Hispanic/Latinos have increased, 
while the rates for black non-Hispanics and others have decreased.1 
 
• Other: 
The increased use of more accurate techniques for dating the duration of 
pregnancy, particularly prenatal ultrasound, may have played some role in the 
rise of preterm delivery statistics in the United States.  In addition, in 1981, the 
National Center for Health Statistics adopted a different method for allocating 
gestational age to birth certificates with uncertain gestational ages.  This method 
is likely to have increased the proportion of infants classified as preterm.23  
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A.  Children are born healthy. 
5.  Number and percentage of women who had a positive screen for 

alcohol or drugs during delivery (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of women who have tested positively during 
delivery on a clinical screening tool for alcohol or drugs. Substance abuse can be 
detected by a number of clinical methods. These include blood tests, urine 
toxicology screens, self-report questionnaires, and educated guessing based on 
clinical experience.8  The percentage is calculated by dividing the number of 
women with a positive drug screen test at delivery by the total number of women 
delivering a baby during a given time period.   
 
Why is this indicator important? 
 
Use of alcohol or drugs during pregnancy is negatively associated with 
child developmental and behavioral outcomes.  Prenatal alcohol exposure 
can place the fetus at risk for a variety of negative outcomes such as smaller 
heads, deformed facial features, abnormal joints and limbs, poor coordination, 
problems with learning and short memory.12  In addition children with fetal alcohol 
syndrome experience behavioral problems, mental health problems, 
inappropriate sexual behavior, trouble with the law, alcohol and drug problems, 
and difficulty caring for themselves and their children.14  The severity and extent 
of the risk from prenatal alcohol exposure are difficult to predict because of the 
differences in dose and timing of alcohol use, individual vulnerability of both the 
mother and fetus, and a host of other factors.13  Infants prenatally exposed to 
illicit drugs such as cocaine and heroin run the risk of being preterm and having 
low birth weight, may have smaller head circumferences, may be more irritable 
and fussy, and may exhibit delays in mental skills in toddlerhood as compared 
with children not exposed prenatally to such drugs.15  Women who abuse 
amphetamines during pregnancy are likely to suffer from loss of appetite and 
may not supply enough nutrients to support the physical development of the 
fetus.  In addition, the use of LSD by pregnant women may lead to birth defects 
in the baby.3  
 
The use of alcohol and other drugs during pregnancy needs to be reduced.  
Recent national estimates from 1996 report that 5.5 percent of all pregnant 
women use an illicit drug during pregnancy.9  Another national survey in 2000 
found that 12 percent of women reported drinking alcohol and 4 percent were 
binge drinkers during pregnancy.15  
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The presence of alcohol or drug use may suggest the potential of ongoing 
drug use after delivery that could have negative effects on the child.  
Recent research indicates that developmental and behavioral outcomes once 
thought to be specific to drug exposure are also associated with other factors, 
such as the quality of the child’s environment.11  Children prenatally exposed to 
drugs and raised in homes with ongoing parental drug use are more likely to 
display problems in cognitive development when compared with prenatal-drug-
exposed children raised in drug-free environments.4,5  Maternal drug use also is 
associated with higher parenting stress6 and poorer parenting attitudes,1,17 which 
have been linked to poorer outcomes for children (see indicator O1).   
 
Who else currently uses this indicator? 
 
This indicator is currently being used by the Maternal and Child Health Bureau 
(U.S. Department of Health and Human Services) and National Institute on Drug 
Abuse (U.S. Department of Health and Human Services).  
 
In addition, the Drug Abuse Warning Network (DAWN) is a nationally 
representative survey of hospitals with emergency departments conducted 
annually by the federal Substance Abuse and Mental Health Services 
Administration (SAMHSA).10  The survey is designed to capture information about 
emergency department visits that are induced by or related to the use of an 
illegal drug or the nonmedical use of a legal drug. 
 
What are the possible sources of data for this indicator? 
 
These data can be derived from blood tests, urine toxicology screens, and self-
report questionnaires that are administered to women after pregnancy by their 
health care providers. However, the reliability of this information has been 
questionable, as discussed below.   
 
Are there any key issues or concerns about the use of this indicator? 
  
• Reliability/Validity: 
The ways in which this indicator is measured involve the use of clinical tools such 
as blood tests, urine toxicology screens, educated guessing based on clinical 
experience, and self-report measures.8  However, blood tests may detect organ 
damage or malfunction but only identify those patients with long-term use. Early-
stage substance-abusing women are rarely identified by this method.8   Urine 
toxicologies are able to identify only fairly recent use of a substance (for 
example, cocaine may be detected for no more than 36 hours after use) and 
provide no information about frequency or length of use. Urine, blood, and breath 
tests are all unreliable indicators of alcohol use, since alcohol is metabolized 
quickly and is unlikely to be detected by testing body fluids.2  Also, differences in 
who receives toxicology tests may produce biased or unreliable information.  For 
example, providers may be more likely to screen or report on low-income 
mothers than higher-income mothers. Educated guessing based on clinical 
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experience may identify some users but is very reliant on the practitioner’s 
attitudes and experiences.1  Self-report questionnaires rely on the respondent’s 
accuracy, which may be unreliable given the potential negative consequences 
(e.g., arrest or loss of guardianship) of admitting the use of illicit drugs.  
Therefore, there does not appear to be a reliable way to collect this information. 
 
A more reliable indicator may be the number and percentage of babies who need 
to be treated for complications due to maternal alcohol and other drug use. 
 
• Cultural issues: 
Racial/ethnic differences do exist in the use of illicit drugs and alcohol during 
pregnancy, according to NIDA’s (National Institute on Drug Abuse) National 
Pregnancy and Health Survey.7 Overall, a higher percentage of black women 
than of white women are reported as using illicit drugs, while a higher percentage 
of white women are reported as using alcohol and cigarettes relative to other 
ethnic groups.7  Native Americans are three times as likely as all races combined 
to use alcohol during pregnancy, and one and a half times as likely to use 
tobacco.16  Therefore, it is important to disaggregate data by ethnic and 
economic groups, when possible. 
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A. Children are born healthy. 
6.  Number and percentage of live births in which mothers received late 

or no prenatal care (C) 
Category: Performance measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of live births in which mothers reported 
receiving prenatal care only in the third trimester of their pregnancy, or reported 
receiving no prenatal care. The percentage of live births in which mothers 
received late or no prenatal care is calculated by dividing the number of live 
births in which mothers received late or no prenatal care by the total number of 
live births during a given time period. 
 
Why is this indicator important? 
 
Mothers who receive late or no prenatal care are more likely to have babies 
with health problems.  Appropriate prenatal care can address inadequate 
nutrition, smoking, anemia, and diabetes, all of which can affect pregnancy 
outcomes.  Getting late or no prenatal care is associated with a greater likelihood 
of having babies who are born at low birth weights, who are stillborn, or who die 
in the first year of life.12  
 
Physical health promotes academic development in children.  Recently, this 
indicator has begun to be used to monitor school readiness.8  Healthy children 
are more able to engage in the learning process.7 Ill health and physical and 
developmental problems may lead to increased absenteeism, which can lead to 
problems adapting to school.7 
 
Who else currently uses this indicator? 
 
Many national, state, and community efforts use these indicators.  This 
includes the Vital Statistics Data System of the National Center for Health 
Statistics of the Centers for Disease Control and Prevention13  and the national 
studies The Right Start: Conditions of Babies and Families.3,4,9 Other national 
efforts to track this indicator include Child Health USA 2001,6 the Child Trends 
DataBank,2 Healthy People 2010,10 and Trends in the Well-Being of America’s 
Children and Youth.11    
 
California,1 Rhode Island, and South Carolina are examples of states that collect 
data for this indicator.   
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What are the possible sources of data for this indicator? 
 
Data can be collected from mothers.  Communities can survey mothers about 
prenatal care at childbirth or when children enter kindergarten.  Surveys should 
gather data from all mothers or from a representative sample. 
 
Data may be available on birth certificates.  The National Center for Health 
Statistics and The Right Start collected the data from birth certificates.  The Vital 
Statistics Division of the Department of Health and Human Services has data 
available on live births and on the adequacy of care (Kessner Index), including 
the month that pregnancy care began and the number of months of care.   
 
Are there any key issues or concerns about the use of this indicator? 
 

Reliability/Validity: • 

• 

The quality of data reported by mothers regarding the receipt and timing of 
prenatal care is problematic.  Concerned about maternal reports of prenatal care, 
the National Center for Health Statistics withdrew it as an indicator to monitor 
healthy birth outcomes over time. 
 

Cultural issues: 
Whereas only 2.3 percent of non-Hispanic white women and 3.3 percent of 
Asian/Pacific Islander women receive late or no prenatal care, rates are much 
higher for Hispanic women (6.3 percent), non-Hispanic black women (6.7 
percent), and American Indian and Alaska Native women (8.6 percent).  
Furthermore, there is substantial variation in the prenatal care received by 
subgroups of women within both the Hispanic and Asian or Pacific Islander 
categories.  Among Hispanics, the percentage of women receiving late or no 
prenatal care ranges from 1.4 percent for mothers of Cuban origin to 6.9 percent 
for mothers of Mexican origin.  Similarly, among Asian or Pacific Islander women, 
the percentage receiving late or no prenatal care ranges from 1.8 percent for 
mothers of Japanese origin to 4.2 percent for mothers of Hawaiian and part 
Hawaiian origin.5 

 
Data on prenatal care should be disaggregated by ethnic group, when possible. 
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A.  Expectant mothers have adequate prenatal care and preparation 
7.  Number and percentage of women who have taken a prenatal birth 

preparation class (P) 
Category: Performance measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number and percentage of pregnant women who have 
attended a prenatal birth preparation class as part of their prenatal care.  
Prenatal childbirth education classes are designed to teach the expectant mother 
how to cope effectively with the childbirth experience through active participation, 
informed decision-making, and noninvasive pain management skills.5  The 
percentage of women who have taken a prenatal birth preparation class can be 
calculated by dividing the number of pregnant women who have taken such class 
by the total number of women who give birth (live and stillborn) in the same 
period (e.g., a year). 
 
Why is this indicator important? 
 
Prenatal birth preparation classes are associated with positive health 
outcomes in women and infants.  Research indicates that women who 
participate in prenatal birth preparation tend to experience more optimal birth 
outcomes.4   Evaluations of adolescent prenatal education programs also have 
shown that participants in such programs are less likely to have low-birth-weight 
infants than nonparticipant controls.6  Informational support in the form of 
prenatal classes is related to decreased maternal physical complications during 
labor and delivery and to improved physical and mental health postpartum.2  
Studies also have shown that interventions with prenatal-class teachers are 
successful at increasing the use of educational materials on issues such as 
preterm labor (PTL) in pregnant women.8  Furthermore, exposure to such 
education earlier in pregnancy is likely to be associated with positive health 
outcomes for both infants and mothers.  For example, research has found that 
home-visiting programs that address birth preparation early in a woman’s 
pregnancy appear to be more effective at supporting healthy outcomes for both 
infants and their mothers than programs that occur in the later part of 
pregnancy.9,10  
 
Who else currently uses this indicator? 
 
This indicator has been used as part of program evaluations, as mentioned 
above.  Also, the Division of Science, Education and Analysis in the Maternal and 
Child Health Bureau (U.S.  Department of Health and Human Services) is using it 
as part of its Maternal and Child Health Model Indicators.1 
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What are the possible sources of data for this indicator? 
 
Parent self-report is a possible source of data for this indicator.  New 
mothers could be surveyed about whether they attended a class or training or 
had a home visitor who provided them with information about birth preparation. 
 
Programs are a possible source of data.  Programs or agencies providing 
expectant mothers and their partners with education about birth preparation 
could be surveyed about the numbers of new parents they served.  Most 
programs keep this information for administrative purposes. 
 
Are there any key issues or concerns about the use of this indicator? 

 
• Reliability/Validity: 
Parent self-report may not be reliable.  Parents may forget or not consider certain 
activities in which they participated to be educated about birth preparation.  The 
accuracy of program administrative data will vary.  Many programs do not keep 
unduplicated counts of parents, so the same parents may be counted more than 
once if they attended multiple classes. 
 
• Other: 
Research has shown that women who do not attend child birth preparation 
classes are more likely to be younger (age 25 or below); to be less educated, 
single, and of low-income backgrounds; and lack health insurance, compared 
with women who do attend such classes.3  
 
Prenatal birth preparation class attendance is not the only predictor of infant and 
maternal health.  Research on the social context of prenatal behavior indicates 
that maternal smoking, high blood pressure, family dysfunction, and low maternal 
education are found to significantly increase the risk of an adverse birth 
outcome.7  Therefore, this indicator needs to be taken in context with other 
prenatal factors when making predictions on health outcomes. 
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A.  Children are born healthy.  
8.  Availability of prenatal services (ratio of providers to births) (C) 
Category: Structural measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of prenatal service providers in a community 
per 100 births (both live and stillborn) in that community in the past year. 
 
Why is this indicator important? 
 
Having an adequate number of prenatal care providers will aid 
communities in ensuring that children are born healthy. Communities must 
provide access to prenatal care to achieve a high infant survival rate and to 
reduce low and very low birth weights and preterm births, which are associated 
with later health problems.1-4,6,8-10,13,14  Prenatal service providers also can play a 
vital role in educating expectant mothers to eliminate behaviors, such as alcohol 
or drug use, that are associated with negative health outcomes.5,7,12  (See 
indicators A1 to A7.) Collecting these data could help communities assess 
whether a shortage of prenatal service providers is an issue that might be 
addressed in their strategic plans.  
 
Determining the number of prenatal service providers and the number of women 
to whom they can provide services could be included as part of the community 
resource mapping activities. Identifying these resources is essential to building 
the capacity of the community to meet the health needs of its children and 
families.11    
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B. Children receive preventive and ongoing regular health care. 
1.  Number and percentage of children ages 19 to 35 months who receive the 

recommended vaccines (P) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of children ages 19 to 35 months who receive the 
following recommended vaccines: four or more doses of diphtheria/tetanus/acellular 
pertussis (DTaP) vaccine; three or more doses of the polio vaccine; one or more doses 
of the measles, mumps, and rubella (MMR) vaccine; three or more doses of the 
Haemophilus influenzae type b vaccine (Hib); and three or more doses of the hepatitis B 
vaccine (HepB).19 
 
The percentage of children ages 19 to 35 months who receive the recommended 
vaccines is calculated by dividing the number of children who have received the 
recommended vaccines by the total number of 19- to 35-month-old children. 
 
Why is this indicator important? 
 
Vaccines prevent some of the diseases that can result in long-term severe 
developmental disability, sensory impairments, or death.  Diseases that once 
spread quickly and killed thousands are now controlled by vaccines.  Some of the 
diseases that are prevented by vaccines can result in long-term severe developmental 
disability or sensory impairments.  Therefore, by preventing diseases, vaccines can 
prevent disabilities such as loss of hearing and sight due to measles and loss of muscle 
control due to polio.21  Furthermore, such severe diseases in children may lead to 
financial and psychological burdens on families.22 
 
Required immunizations result in higher school attendance and better physical health 
among children.22  The ill health and the physical and developmental problems that 
could result from the diseases these vaccines seek to control all have important 
implications for children’s engagement in school and academic programs.16   
 
Immunizations are most effective when given early in life.  Vaccines are given early in 
life because many vaccine-preventable diseases (VPDs) are more common and more 
deadly among infants and small children.  Because children are highly susceptible to 
disease, the Centers for Disease Control and Prevention (CDC) recommends 
vaccinating children against most VPDs by the time they are 2 years old.5   
 
Childhood immunization is an important step in maintaining high vaccination levels, 
which prevent outbreaks of some serious diseases.6  An individual who is immune to a 
disease is also unable to pass it on to someone else.  In this way, vaccination protects 
not only the child receiving the vaccine but also those in the child’s community.  For this 
reason, most schools require that children be fully immunized when enrolling.18 
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Who else currently uses this indicator? 
 
Many national efforts have been using this indicator to monitor children’s health.  The 
number and percentage of children ages 19 to 35 months who have received 
recommended vaccines is included in Healthy People 200015 and in Healthy People 
2010.19  Child Health USA 200113 and the Child Trends Databank track this indicator,7 
as does America’s Children: Key National Indicators of Well-Being 2002.9  This indicator 
is also tracked over time by the Health Plan Employer Data and Information Set 
(HEDIS) of the National Committee for Quality Assurance.10  Kids Count1,2 also tracks 
this indicator, as well as the U.S. Department of Health and Human Services.20 The 
National Outcome Work Groups also recommend this indicator.  
 
Many states have been using this indicator to monitor children's health and, more 
recently, the school readiness of their children.  Examples of some states that collect 
data for this indicator are Hawaii, Minnesota, Missouri, New York, Rhode Island, South 
Carolina, and Vermont.  Specifically, Missouri, Rhode Island, and Vermont collect data 
on children who are immunized; New York collects data on children who are up-to-date 
on immunizations at school entry; and South Carolina collects data on children under 
age 2 seen in public health clinics who are not fully immunized.  
 
What are the possible sources of data for this indicator? 
 
Data can be collected directly from parents and health providers.  Data for this indicator 
can be collected by surveying the parents of all entering kindergartners in a community 
(or a representative sample of parents of entering kindergartners) or by reviewing the 
parent’s copy of immunization records.  This indicator also can be gathered through 
administrative data, such as health care provider records and school health records.   
 
Estimates collected through a household telephone survey for all states and selected 
local areas from the National Immunization Survey are available online.17  The Missouri 
School Entry Assessment Project is one example of a state program that collects this 
information through parent/guardian response.14  California-specific data are collected 
by the University of California, Los Angeles (UCLA), Center for Health Policy Research 
and can be found online in the California Health Interview Survey.3  The National Center 
for Health Statistics also collects data for this indicator in the National Immunization 
Survey. 
 
Some counties are developing immunization registries that will collect data from local 
pediatricians and others involved in immunizing children.  The California Statewide 
Immunization Information System (SIIS) is a statewide system of integrated 
computerized immunization registries for regions and counties in the state of California.4  
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Are there any key issues or concerns about the use of this indicator? 
 

Reliability/Validity: • 

• 

• 

• 

If data are collected by parental survey (without access to a written immunization 
record), parents may respond with a social desirability bias, or they may not have 
accurate recall of the detailed information about the specific immunizations of their 
children.   
 

Sensitivity to change: 
In one program, immunization rates increased from 56 percent to 89 percent during the 
15-month evaluation period.13  In addition, the Women, Infants, and Children Program 
has been shown to increase rates of immunizations.11,12 
 

Cultural issues: 
In 2000, the proportion of children who had received the combined series of vaccines 
ranged from 69 percent among American Indian and Alaska Native children to 79 
percent among non-Hispanic whites, with proportions of Hispanic (73 percent), 
Asian/Pacific Islander (75 percent), and non-Hispanic black (71 percent) children falling 
in between.8  This suggests that it may be important to monitor rates of immunizations 
for specific racial/ethnic groups in monitoring communities over time.   
 

Other: 
Immunization rates of children in the United States have risen steadily over the past 
decade and are currently at the highest level ever recorded.  For example, whereas only 
2 percent of children 19 to 35 months old were fully vaccinated against Haemophilus 
influenzae type b in 1991 (when the recommendations regarding this vaccine were 
published), 94 percent were vaccinated in 1999.  Similarly, the percentage of children 
vaccinated against polio increased from 53 percent in 1991 to 90 percent in 1999.15 
 
The proportion of children receiving recommended vaccinations varies by poverty 
status.  Children in families with incomes below the poverty level  are less likely to get 
the combined series of vaccines than are those in families with incomes at or above the 
poverty level (71 percent versus 78 percent in 2000).8 
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B.  Children receive preventive and ongoing regular health care. 
2.  Number and percentage of children who receive well-baby and child 

checkups by age 2 (P) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of children who have received at least four 
non-illness-related medical health examinations before to age 1, and at least 
three examinations between the first and second birthdays. The percentage of 
children can be calculated by dividing the number of children who have received 
at least the requisite number of well-baby and well-child checkups by age 2 by 
the total number of children 0 to 2 years of age. This definition is based on the 
American Academy of Pediatrics periodicity guidelines for well-baby and well-
child examinations.   
 
Why is this indicator important? 
 
Well-baby and well-child visits have been shown to promote child health by 
reducing the incidence of illnesses and general health problems.1,9  Well-
baby checkups are often the vehicle for the provision of specific preventive 
measures: immunizations; lead, anemia, and tuberculosis screenings; dental and 
nutritional assessments and referrals; and health education and guidance for 
parents.8  Because they are preventive in nature, well-baby exams reduce health 
care costs by reducing the need for treatment of avoidable illnesses.11 
 
The standards established by Medicaid state that each checkup should involve a 
health history; a physical examination; an assessment of development, nutrition, 
dental status, and immunizations; vision and hearing screenings; blood work; and 
anticipatory guidance.8  
 
Who else currently uses this indicator? 
 
Data for this indicator have been collected as part of several California and 
national studies of child health.  Several California counties in the Community 
Partnerships for Healthy Children initiative have used a similar indicator for 
children receiving services through Medi-Cal. The Hawaii Healthy Start 
evaluation used “adequate number of well-child visits” as a health indicator.  It 
was defined as “four or more visits the first year of life and three or more visits in 
the second year of life.”  This was assessed through a parent interview question, 
and analysis was limited to mothers who were able to recall the number of visits.2  
The Nurse Home Visitation program collected data on the number of well-child 
visits during the child’s first 2 years of life through a review of children’s medical 
records.7  These are just a few examples of states and programs that collect 
information on this indicator. 
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What are the possible sources of data for this indicator? 
 
Parent surveys, medical records, and public databases are all sources for 
these data.  This indicator could be measured with a questionnaire item or by 
review of children’s medical records. In California, data for well-child checkups 
for children receiving services through the Child Health and Disability Prevention 
Program are collected as part of the CA-MMIS medical data system.  
 
Are there any key issues or concerns about the use of this indicator? 
 

Reliability/Validity: • 

• 

• 

• 

Research indicates that findings differ for different methods of data collection.  
For example, one study using administrative records found that 30 percent of 
Medicaid-eligible children received well-child exams, but when a medical record 
review served as the basis of measurement, 40 percent of the children were 
found to have received such care.9  Other studies have identified the reliability of 
research tools as an obstacle to research in this area.6,10 
 
One validity issue addressed by some studies is the question of the 
thoroughness of the examination.  There is some evidence that not all the 
Medicaid-required components are included in each exam provided through 
Medicaid.5,8 

 
Sensitivity to change: 

A measure of well-child checkups using the recording of a health history and an 
unclothed physical examination as the definition of a completed well-child exam 
was sensitive to statewide changes in the number of children receiving well-child 
care through Medicaid in Oklahoma.6  A measure of the percentage of eligible 
children under age 8 who received well-child care through California’s Child 
Health and Disability Prevention program in several communities was also found 
to be sensitive to change in the level of service reception in an evaluation of the 
Community Partnerships for Healthy Children initiative.3  
 

Cultural issues:  
National data for children age 4 and under indicate that there are disparities 
between racial and ethnic groups in attending well-child checkups.  Four percent 
of white non-Hispanic children did not see a physician for a well-child checkup in 
the preceding year, compared with 7.1 percent for black non-Hispanic children 
and 8.2 percent for Hispanic children.4  
 

Feasibility/burden:  
If this indicator is targeted only to the Medi-Cal/CHDP population and the number 
of children and visits (and/or mean number of visits) is used as the indicator, the 
burden for data collection would be minimal, since  this information is currently 
collected and reported by the State of California. 
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Data collection through the use of a questionnaire item would be low burden, but 
may be unreliable.  Direct examination of children’s health records would pose 
the most significant burden.   
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B. Children receive preventive and ongoing regular health care 
3. Number and percentage of children with a regular medical home (P) 

     Category: Outcome measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of children ages 0 to 5 who have a doctor or 
health care facility that they regularly go to for sick and preventive care. 
 
The percentage of children with a regular medical home is calculated by dividing 
the number of children with a regular medical home by the total population of 
children ages 0 to 5. 
 
Why is this indicator important? 
 
Having a regular provider of medical care promotes children’s receipt of 
appropriate care when needed and receipt of preventive care.  Lack of 
access to or use of health care services for preventive care, such as 
immunizations, may foster delayed diagnosis of health problems, the 
development of preventable conditions, or the worsening of existing conditions.3,5   
 
Physical health promotes academic and social development in children.  
Healthy children have a better ability to focus on experiences that are crucial to 
engaging in the learning process.5  Ill health and physical and developmental 
problems may impede social development1 and can lead to increased 
absenteeism, which in turn can lead to problems adapting to and succeeding in 
school.5 
 
Who else currently uses this indicator? 
 
Healthy People 2010 tracks the number of people who have a specific source of 
ongoing care.9  In addition, this indicator is tracked in America’s Children: Key 
National Indicators of Well-Being 2002.4 
 
What are the possible sources of data for this indicator? 
 
Data can be collected directly by surveying a representative sample of 
parents.  Standard survey items from the National Health Interview Survey 
(NHIS)6 and the National Household Education Survey (NHES) can be obtained 
online.7   
 
The California Health Interview Survey also collects data on this indicator.2  Data 
also may be available in children’s school health records. 
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Are there any key issues or concerns about the use of this indicator? 
 
• Cultural issues:  
The lack of culturally sensitive medical care has been noted as a barrier to 
services for older youths, ages 13 to 18,8 indicating that the data should be 
disaggregated by ethnic group, when possible. 
 
• Other: 
Children from families with low socioeconomic status are less likely to have 
regular contact with a physician, being instead more likely to seek care in 
emergency rooms.3  Therefore, medical-home data should be disaggregated by 
economic level, when possible. 
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B.  Children receive preventive and ongoing regular health care. 
4. Number and percentage of families served by home visitation 

programs that focus on postpartum and neonatal health (P) 
Category: Performance measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of families served by programs providing 
home visits during the postpartum or neonatal period.  The percentage is 
calculated by dividing the number of families served by these programs by the 
total number of families with newborns. 
 
Why is this indicator important? 
 
Home visitation programs that focus on postpartum and neonatal health 
can lead to positive health outcomes in children.  These programs help 
establish a regular source of medical care for children, so they can receive the 
required well-baby medical visits and immunizations and so their growth and 
development can be monitored early in life to identify problems in need of 
treatment.   
 
Home visitation programs may be particularly effective health service 
delivery models for low-income families.  The design of home visitation 
programs addresses barriers to the use of medical services that these families 
face, such as scheduling difficulties, lack of transportation, long waiting room 
times, and lack of personally responsive care.7,8 
 
The savings that accrue from the provision of home visiting services to 
low-income families exceeds the cost of these programs.4  These savings 
may be related to the ability of home visiting programs to address the multiple 
needs of low-income families in the areas of health, family support, and 
education, and to their focus on prevention.3  These savings did not accrue from 
the provision of services to families at higher income levels.   
 
Home visitation programs have been shown to produce positive outcomes 
for young children and their families.  Because home visitation is a type of 
service delivery model only, the content and goals of individual programs may 
vary markedly.2  Thus, home visitation programs also have been shown to affect 
smoking during pregnancy,2 accidental injuries,6 incidence of child abuse,6,8 delay 
of subsequent pregnancies,5  domestic violence,1 and adequacy of parenting 
skills.1,2   Home visitation programs also have the potential to affect other 
outcomes for children and families, such as those in the areas of child health, 
child development, and family functioning.  Findings regarding this indicator may 
therefore figure prominently in cost-benefit analyses of these programs. 
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Who else currently uses this indicator? 
 
National and multisite evaluations of home visiting programs have examined the 
number of families served, the intensity of service, and the content of service.  
They have examined these performance measures of home visiting programs 
relative to the outcomes they achieve.3,5,6,8 
 
What are the possible sources of data for this indicator? 
 
This indicator can be collected by individual programs that provide home visiting 
services and that track the number of families they serve. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Other:  
As noted above, home visitation programs tend to be more effective when 
targeted to low-income families.  There also seems to be differences in efficacy 
based on the specific community served (e.g., multisite programs show benefits 
in one location but not in another) and the age and ethnicity of the targeted 
group.3,8  In terms of service delivery, the selection of personnel who reflect the 
community being served can improve the program content and delivery 
methods.9 
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insurance.15  Children in single-parent families also are less likely to have health 

B. Children receive preventive and ongoing regular health care  
5. Number and percentage of children who have health insurance (P) 

     Category: Performance measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of children 0 to 5 years of age who have all or 
some portion of their health expenditures paid for by a private organization or 
public agency.  Covered expenditures typically include hospitalization, health 
professional fees, laboratory tests, and prescriptions.  The percentage of children 
who have health insurance is calculated by dividing the number of children 0 to 5 
years of age who have health insurance by the total population of children 0 to 5 
years of age. 
 
Why is this indicator important? 
 
Health insurance facilitates access to health care.  It is difficult for most 
families in America today to pay all of their children’s health care costs without 
insurance,9 so the lack of affordable health insurance may prevent access to 
adequate health care.10  Children not covered by health insurance are less likely 
than those with insurance to have a regular source of health care and are more 
likely to have gone without needed medical care.  They also are less likely to 
have used prescription medicines.6  Among children without health insurance, 
only 70.3 percent had a regular source of medical care in 2000, compared with 
96.6 percent of children with private health insurance and 95.2 percent of 
children with public health insurance.5   
 
Health care is important for promotion of health and prevention of disease.  
Lack of access to health care services such as immunizations and acute care 
services may foster the development of preventable conditions or the worsening 
of existing conditions.10   
 
Physical health promotes academic development.  Healthy children are able 
to focus on experiences that are crucial to engaging in the learning process.10  Ill 
health and physical problems may lead to increased absenteeism and 
subsequent problems adapting to school.10 
 
Health insurance coverage is not universal.  Although most children are 
covered by health insurance, many are not.  When coverages by private and 
government health insurance are combined, 88 percent of children were covered 
by health insurance in the year 2000.15  A child’s chance of being covered is 
related to his/her family’s income, family structure, race and ethnicity, and 
citizenship.  In 2000, 96 percent of children living in families with incomes of 
$75,000 or more were covered by health insurance.  In contrast, only 80 percent 
of children in families with incomes of $25,000 or less were covered by health 



   

insurance.  In 2000, 80 percent of children in single-father families and 86 
percent of children in single-mother families had health insurance coverage, 
compared with 90 percent of children in married-couple families.15   
 
Who else currently uses this indicator? 
 
Many states and organizations use this indicator to monitor children’s health.  
Healthy People 2010 tracks the number of people who have health insurance.16   
This indicator is also tracked by Child Health USA 2001,8 the Child Trends 
DataBank,3 KIDS COUNT,1 America’s Children: Key National Indicators of Well-
Being 2002,5 and the U.S. Department of Health and Human Services.17  This 
indicator is recommended by the National Outcome Work Groups. 
 
Every state collects information on this indicator.  Hawaii collects data on this 
indicator.  Missouri collects data on children covered by health insurance other 
than Medicaid.  North Carolina collects data on what type of health insurance 
children have, if any.  Rhode Island collects data on the percentage of children 
under 6 who do not have health insurance.  These are just a few examples of 
states that use this indicator. 
 
What are the possible sources of data for this indicator? 
 
State estimates of health insurance coverage for low-income children (below 200 
percent of poverty) are available online,13 as are state estimates of health care 
coverage by type of coverage.7   
 
Data for the state of California and some of its counties are being collected 
through a statewide survey.  The University of California, Los Angeles, Center for 
Health Policy Research collects these data in the California Health Interview 
Survey.  The survey items for this indicator being used by the California Health 
Interview Survey are available online.2 
 
Data can be collected from administrative records.  This information can be 
gathered from administrative records such as school health records.  

Parents can be surveyed to gather this information.  Parents and/or caregivers 
can be asked whether children are covered by any public or private health 
insurance program. 
 
Standard national survey items are available online.  If data will be collected 
through parent surveys, those collecting the data should use standard items to 
support the comparability of data within California and with other states.  National 
surveys that have included this indicator include the National Longitudinal Study 
of Adolescent Health (Add Health),12 and the Current Population Survey (U.S. 
Census Bureau) vey.11   
 

 

4 and the National Health Interview Sur
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Are there any key issues or concerns about the use of this indicator? 
 
• 

 

 
The State Children’s Health Insurance Program (SCHIP) is part of a national 
effort to increase the amount of health insurance coverage for children.  SCHIP 
has increased the number of insured children within the program from 3.3 million 
in 2000 to 4.6 million in 2001, an increase of 38 percent.  This increase has been 
typical for SCHIP since its creation in 1998.  California’s increase of more than 
200,000 insured children between 2000 and 2001 was the second largest 
increase among all participating states.

• 
Rates of insurance coverage vary by race and Hispanic origin.  In 2000, only 75 
percent of Hispanic children had health insurance coverage, compared with 86 
percent of Asian, 87 percent of black, and 93 percent of white non-Hispanic 
children. born or naturalized, are more likely 
than noncitizens to have health insurance coverage.  Among U.S. citizens in 
2000, 89 percent of native-born citizens and 88 percent of naturalized citizens 
had health insurance, whereas only 61 percent of noncitizens had insurance.
When possible, data should be disaggregated by ethnic group. 

Sensitivity to change: 
Changes in insurance enrollment vary with changes in the economy, government 
policies, and public program outreach efforts.  From 1995 to 1998, the number of 
Medicaid enrollees receiving cash assistance from Aid to Families with 
Dependent Children (AFDC) or Temporary Assistance for Needy Families 
(TANF) decreased by about 6 million, while the number of Medicaid enrollees 
who received no cash assistance increased by about 4 million, resulting in an 
overall decrease in Medicaid enrollment from 42 million to 40 million in that time 
period.18  Following welfare reform, many families who left welfare lost Medicaid 
coverage, not because they were no longer eligible but because they were 
unaware that their eligibility continued.18  The drop in Medicaid enrollment also 
has been attributed to several other factors: a rise in the prevalence of employer-
sponsored health insurance among low-wage workers; a decrease in the number 
of families applying for assistance due to mounting obstacles to obtaining 
benefits; and a decrease in the number of immigrant enrollees, since those 
entering the United States after August 22, 1996, were barred from receiving 
Medicaid.18 

Children who lost Medicaid coverage as their parents moved from welfare to 
work were more likely to obtain private insurance than to become uninsured.  In 
1998, 38 percent of children living below 200 percent of the federal poverty level 
were covered by either employer-sponsored or nongroup private insurance, while 
26 percent remained uninsured.18 

14 
 

Cultural issues: 

15  Also, U.S. citizens, whether native 

15  
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• 

 

 

Other: 
Private and government health care coverage should be analyzed separately.  
Private health insurance covered 71 percent of all children in 2000.  Private 
health insurance coverage is most common among white non-Hispanic children 
(82 percent), children in married-couple families (79 percent), and children in 
families with incomes of $75,000 and over (94 percent).  Private health insurance 
is least common among Hispanic children (45 percent), black children (55 
percent), children in single-mother families (49 percent), and noncitizens (42 
percent).15 

While government health insurance covered 23 percent of all children in 2000, it 
is most common among black children (35 percent), Hispanic children (33 
percent), children in single-mother families (44 percent), and children in families 
with incomes less than $25,000 (55 percent).15  Further, although Medicaid 
covers only about 20 percent of the entire population of children, it covers 58 
percent of poor children.  Among poor children, Medicaid coverage is highest for 
black children (67 percent) and substantially lower for white non-Hispanics (53 
percent), Hispanics (56 percent), and Asians or Pacific Islanders (56 percent).15 
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B.  Children receive preventive and ongoing regular health care. 

 

6.  Number and percentage of children who participate in fully 
operational population-based immunization registries (C) 

Category: Outcome measure 

What is the definition of this indicator? 
 
A population-based immunization registry is a confidential, computerized 
information system that attempts to collect vaccination data about all children 
within a specified geographic area.3  This indicator monitors the number of 
children (0 to 5 and 5 and older) who participate in a fully operational population-
based immunization registry in each geographic area.  The percentage can be 
generated by dividing that number by the total number of children in that 
geographic area.  Data for children under age 5 should be examined separately, 
if possible. 
 
Why is this indicator important? 
 
Immunization registries can help identify high-risk and under immunized 
populations.  Registries provide a method of consolidating vaccination records 
of children from multiple providers.2 
ethnicity, making it possible to identify whether certain groups of children in a 
community are under immunized.    
 
Registries also can generate reminder and recall vaccination notices for 
children, keeping them up-to-date on their vaccination schedules.  Since 
disease levels are lower today, parents and providers overestimate coverage, 
which may lead to complacency and under immunization.2  
 
Children who are immunized are protected against common childhood 
diseases that can potentially cause disability in brain development and the 
learning process.4  Immunized children also are less likely to be sick, leading to 
fewer school absences.  Fewer school absences are related to higher academic 
performance. 4  (See indicator B1.) 
 
What are the possible sources of data for this indicator?

 Some registries collect demographic data on 

 
 
The data from this indicator can be obtained from county records.  Children are 
entered into a population-based immunization registry at birth, or the provider 
can initiate a record at the time of a child’s first immunization.   
 
Many counties with immunization registries are part of a statewide system.  The 
California Statewide Immunization Information System (SIIS) is a statewide 
system of integrated computerized immunization registries for regions and 
counties in the state of California.
 

1  
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Are there any key issues or concerns about the use of this indicator? 
 
• 
Not all counties have population-based immunization registries.  Also, there is 
not a consistent method among the state, public health agencies, and healthcare 
providers for assessing accurately the immunization status of children.  Providers 
generally overestimate the number of fully immunized children, and parents are 
often unsure of their child’s immunization status.   

Reliability/Validity: 
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Sources 
 

a Statewide Immunization Information System, 1 Californi http://www.ca-siis.org 
 

2 National Immunization Program. (2001). Frequently asked questions about immunization 
registries. Retrieved July 25, 2002, from http://www.cdc.gov/nip/registry/faq-gen.htm 
 

3 National Immunization Program. (2002). What are immunization registries? Retrieved July 25, 
2002, from http://www.cdc.gov/nip/registry/ir.htm 
 

 McCandless, R. R. (2001). Health indicators for California's children and youth. San 
Francisco, CA: Department of Family and Community Medicine, University of California, San 
Francisco. 

4 Olivia, G., &
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B.  Children receive preventive and ongoing regular health care.  
7.  Availability of pediatric health services (ratio of providers to children 

under age 5) (C) 
Category: Structural measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of pediatric health service providers per 100 
children under age 5 in the community.   
 
Why is this indicator important? 
 

 

Having an adequate number of pediatric health service providers for 
children birth to age 5 will aid communities in ensuring that children 
receive preventive and ongoing regular health care. Regular pediatric health 
care, such as well-baby and well-child visits, promote child health by reducing the 
incidence of illnesses and general health problems.3,4  Also, pediatric health 
service providers can help ensure that young children are properly vaccinated, 
reducing the risk of long-term developmental disabilities, sensory impairments, 
and death from disease.1  (See indicators B1 to B3.)  Collecting these data could 
help communities to assess whether a shortage of pediatric care providers is an 
issue that might be addressed in their strategic plans.   

What are the possible sources of data for this indicator? 
 
Determining the availability of pediatric health service providers to children birth 
to age 5 could be included as part of the community resource mapping activities.  
Identifying these resources is essential to building the capacity of the community 
to meet the health needs of its children and families.2   
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Sources 
 

1 Centers for Disease Control and Prevention. (2002). Are your child's vaccinations up to date? 
Retrieved July 1, 2002, from http://www.cdc.gov/nip/recs/child-schedule.htm 
 

n, J., & McKnight, J. (1993). Building community from the inside out: A path toward 
finding and mobilizing a community's assets. Chicago: ACTA Publications. 
 

derson, C. R., & Kitzman, H. J. (1999). Prenatal and infancy home visitation by 
nurses: Recent findings. The Future of Children, 9(1), 44-65. 
 

er, K. M., Wiblin, R. T., Downs, K. S., & O'Donnell, B. E. (2001). Methods for evaluating 
the provision of well child care. The Joint Commission Journal on Quality Improvement, 27(12), 
673-682. 

 

2 Kretzman

3 Olds, D. L., Hen

4 Schneid
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C. Children are in healthy and safe environments. 
1.  Number and rate of emergency room visits by children with nonfatal 

unintentional injuries(C) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of emergency room visits by children 0 to 5 
years of age who sustain nonfatal injuries.  The rate of emergency room visits 
per 100 children 0 to 5 years of age with nonfatal unintentional injuries is 
calculated by dividing the number of emergency room visits by children with 
nonfatal unintentional injuries by the total population of children 0 to 5 years of 
age in a given time period. 
 
Why is this indicator important? 
 

 

 

 

Unintentional injuries are the leading cause of death for children and youth 
ages 1 to 19.3,5,11   

Unintentional injuries are widespread but preventable.  In the year 2000, 6.9 
million emergency room visits were made by children ages 14 and under as the 
result of unintentional injuries.  However, it is estimated that up to 90 percent of 
unintentional injuries can be prevented.9  

Unintentional injuries can have negative effects on a child’s development.  
Such injuries may cause impairments in cognitive and behavioral development 
and motor functioning, resulting in a lower quality of life for the child.4  In contrast, 
children with ill health or physical or developmental problems resulting from 
unintentional injuries may be absent from school more often, leading to problems 
adapting to school.6   

Who else currently uses this indicator? 
 
National efforts and states use this indicator to monitor children’s health. 
The National SAFE KIDS Campaign collects data on this indicator, including data 
on common causes of injury.  Healthy People 2010 tracks the number of people 
(of all ages) who have emergency room visits caused by injuries.10  The National 
Center for Health Statistics also tracks this indicator in the National Hospital 
Ambulatory Medical Care Survey.7 
 
Hawaii collects data on this indicator.  Rhode Island collects data on the child 
injury hospitalization rate for children 0 to 5 years of age.  South Carolina collects 
data on the number of emergency room visits that are classified as injuries for 
children 0 to 5 years of age. Several other states also collect these data. 
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What are the possible sources of data for this indicator? 
 
Data also can be collected from national- and state-level efforts.  The National 
SAFE KIDS Campaign gathers data on this indicator, which can be accessed 
online. y of California, Los Angeles, Center for Health Policy 
Research also tracks this indicator with the California Health Interview Survey.
 

 

 

8 The Universit
1 

Community-level data are available online.  Data on unintentional injuries are 
available from the California Office of Statewide Health and Planning and 
Development, Patient Discharge Dataset.  Data are reported by year, age, and 
type of injury.2 

Data can be collected directly from health providers or parents.  Administrative 
records, such as emergency room records, provide data for this indicator.  In 
addition, parent surveys and interviews can be used to gather this information.   

Are there any key issues or concerns about the use of this indicator? 
 
• Sensitivity to change: 

• Cultural issues: 

• 
At almost all ages, boys have a higher rate of injury than girls.
 
In children age 7 and younger, growing up in a family of lower socioeconomic 
status is associated with higher rates of unintentional injury; this association, 
however, is less significant in adolescence.  Researchers note that differences in 
the relationship between injury rates and socioeconomic status across age 
groups may reflect changes in the common causes of injury as children age.
Young children may be injured more often by incidents such as fires, which are 
more likely among children in families with low socioeconomic status. Older 
children, however, are more often injured in automobile accidents, which 

Decreasing the number of preventable child accidents can decrease the number 
of visits to emergency rooms for unintentional injuries.  For instance, the use of 
appropriate safety practices for bicycle riding, such as wearing a helmet, can 
substantially decrease the number of unintentional injuries related to bicycle use. 
 

Injury rates are disproportionately high among black and Native American 
children, who are also more likely than children of other races and ethnicities to 
receive care in emergency rooms instead of from a primary care doctor.9  
Children from diverse backgrounds may visit the emergency room more 
frequently than others, because of lack of health insurance and/or because they 
may commonly use the emergency room doctor as their child’s primary care 
doctor.12  When possible, data should be disaggregated by racial and ethnic 
groups. 
 

Other: 
9   

3  
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predominantly affect children from families with higher socioeconomic status, 
who are more likely to own cars.3 
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Sources 
 

a Health Interview Survey, 1 Californi http://www.healthpolicy.ucla.edu/chis/ 
 

2 California Office of Statewide Health and Planning and Development, Patient Discharge Dataset, 
http://www.dhs.ca.gov/cdic/epic/html/injury_data.html 
 

 

 

 

3 Chen, E., Matthews, K. A., & Boyce, W. T. (2002). Socioeconomic differences in children's 
health: How and why do these relationships change with age? Psychological Bulletin, 128(2), 
295-329. 
 

4 Deal, L. W., Gomby, D. S., Zippiroli, L., & Behrman, R. E. (2000). Unintentional injuries in 
childhood: Analysis and recommendations. The Future of Children, 10, 4-22. 
5 Federal Interagency Forum on Child and Family Statistics. (2001). America's children: Key 
national indicators of well-being, 2001. Washington, DC: Author. 
6 National Education Goals Panel. (1995). Reconsidering children's early development and 
learning: Toward common views and vocabulary. Washington, DC: Author. 
7 National Hospital Ambulatory Medical Care Survey, 
http://www.cdc.gov/nchs/about/major/ahcd/ahcd1.htm 
 

8 National SAFE KIDS Campaign, http://www.safekids.org/tier2_rl.cfm?folder_id=540 
 

9 National SAFE KIDS Campaign. (2002). Injury facts: Childhood injury. Retrieved June 20, 2002, 
from http://www.safekids.org/tier2_rl.cfm?folder_id=540 
 

10 U.S. Department of Health and Human Services. (2000). Healthy People 2010 (Conference 
edition, in two volumes). Washington, DC: Author. 
 

11 U.S. Department of Health and Human Services: Office of the Assistant Secretary for Planning 
and Evaluation. (2000). Trends in the well-being of America's children & youth, 2000. 
Washington, DC: Author. 
 

 

12 Zarcadoolas, C., Ahern, D., & Blanco, M., et al,. (September 1999). How to evaluate information 
from providers: Tools for mainstream population: DHHS/AHCPR -SBIR, contract 290-97-0002. 
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C. Children are in healthy and safe environments. 
2.  Number and percentage of children whose parents rate them to be in 

very good or excellent health (P) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number and percentage of children whose parents 
report them to be in very good or excellent health.  The percentage is calculated 
by dividing the total number of children ages 0 to 5 whose parents report them to 
be in very good or excellent health by the total number of children ages 0 to 5. 
 
Why is this indicator important? 
 

 
Poor health in children can lead to negative consequences in school. The 
National Education Goals Panel has identified children’s physical well-being and 
health as one of the five dimensions that contribute to school readiness.
Whereas healthy children have a better ability to focus in school and engage in 
the learning process, lth and physical and developmental problems may 
lead to increased absenteeism and problems adapting to school. h 
problems that occur at a young age may translate into problems during the 
school years.  For example, ear infections suffered during infancy can undermine 
language development,12 in turn which can adversely affect school readiness.  
Also, poor dental care may lead to tooth loss or dental caries, which may in turn 
cause impaired speech development, inability to concentrate, and absences from 
school. ondition that limits their activities 
may face special challenges in terms of self-perception and may require special 
accommodations in the classroom.
children with chronic health problems.4 
 

Parental ratings of a child’s health are closely associated with a child’s 
observed health. In particular, children reported by their parents to be in fair to 
poor health tend to have significant health problems that limit their daily activities 
and require a significant amount of medical attention.6,8,15  Approximately 80 
percent of parents in the United States report that their children are in very good 
or excellent health.4,13  

9  

9 ill hea
9  Even healt

11  Furthermore, children with a health c

9  This may be especially important for 

Who else currently uses this indicator? 
 
Many national efforts use this indicator to monitor children’s health and school 
readiness.  The overall health rating indicator is tracked over time in America’s 
Children: Key National Indicators of Well-Being and in the U.S. Department of 
Health and Human Services’ report Trends in the Well-Being of America’s 
Children and Youth.14  Additionally, the National Health Interview Survey 
(NHIS)10 and the National Household Education Survey, Parent Interview 
(NHES) collected data on this indicator.1,2 
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What are the possible sources of data for this indicator? 
 

 

 

Data can be collected directly from adult caregivers.  Communities can survey a 
representative sample of parents or other caregivers.  Surveys should be 
conducted with the most knowledgeable adult caregiver of the child.  Standard 
survey items are available online.1,2,10   

Comparative national and historical data can be obtained from several sources.  
The Federal Interagency Forum on Child and Family Statistics includes this 
indicator in its national child well-being monitoring report, America’s Children: 
Key National Indicators of Well-Being.4  The U.S. Department of Health and 
Human Services uses this indicator in its publication Trends in the Well-Being of 
America’s Children and Youth.13  Both reports are available online.  Data specific 
to California are tracked by the UCLA Center for Health Policy Research and can 
be found online in the California Health Interview Survey.3  The following studies 
and surveys also use this indicator and can provide nationally representative 
samples for comparison: the Early Childhood Longitudinal Study, Kindergarten 
Cohort (ECLS-K); the National Evaluation of Welfare-to-Work Strategies 
(NEWWS); the National Health Interview Survey (NHIS); and the 1993 and 1995 
National Household Education Survey, Parent Interviews.  

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 

 

 
• 

Working parents may be better able to recall and report child health issues 
because they typically need to make alternative child care arrangements and 
may not be able to attend work when their child is ill.  One study found that 
working mothers in a welfare-to-work program were less likely than nonworking 
mothers in the control group to rate their children, ages 5 to 7, as in very good or 
excellent health.  The researchers noted that these findings might indeed reflect 
differences in the health of children of mothers in the two groups, but might also 
reflect a heightened salience of health issues for the working mothers whose 
employment was affected by their child’s illness.7 

It may be important to consider these data in conjunction with other related data.  
The National Education Goals Panel recommends that children’s “physical well-
being and health” be assessed, along with four other dimensions, when 
considering the school readiness of children.9  The physical well-being and 
health dimension would include adequate physical/bodily growth (see indicator 
D2), motor development (see indicator K1), and freedom from disease and 
illness. 

Cultural issues: 
The percentage of parents who report that their children are in excellent or very 
good health varies by race and ethnicity. In 2000, only 74 percent of black 
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parents reported that children ages 5 or younger were in very good or excellent 
health, compared with 86 percent of white parents.5  When possible, data should 
be disaggregated by racial and ethnic groups.   
 
• 
The percentage of parents who report that their children are in excellent or very 
good health varies by family income.  In families below the poverty threshold, 68 
percent of parents reported that their children ages 5 or younger were in very 
good or excellent health, compared with 85 percent of families above the poverty 
threshold. o be disaggregated by economic 
level. 

This indicator should be collected within specific age groupings.  We suggest 0 to 
5 years old to facilitate comparisons with available national data.   

Other: 

13  When possible, data should als
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Sources 
 

1 1993 National Household Education Survey Parent Interview, Question R106. 
http://nces.ed.gov/nhes/ 
 

nal Household Education Survey Parent Interview, Question M2. 2 1995 Natio
http://nces.ed.gov/nhes/ 
 

3 California Health Interview Survey, http://www.healthpolicy.ucla.edu/chis/ 
 

 

 

 

4 Federal Interagency Forum on Child and Family Statistics. (2001). America's children: Key 
national indicators of well-being, 2001. Washington, DC: Author. 
 

5 Federal Interagency Forum on Child and Family Statistics. (2002). America's children: Key 
national indicators of well-being, 2002. Washington, DC: Author. 
 

6 Krause, N. M., & Jay, G. M. (1994). What do global self-rated health items measure? Medical 
Care, 32(9), 930-942. 
7 McGroder, S., Zaslow, M., Moore, K. A., & LeMenestrel, S. M. (2000). National evaluation of 
welfare-to-work strategies: Impacts on young children and their families two years after 
enrollment: Findings from the Child Outcomes Study. Washington, DC: U.S. Department of 
Health and Human Services, U.S. Department of Education. 
8 Montgomery, L. E., Kiely, J. L., & Pappas, G. (1996). The effects of poverty, race, and family 
structure on U.S. children's health: Data from the NHIS, 1978 through 1980 and 1989 through 
1991. American Journal of Public Health, 86(10), 1401-1405. 
 

9 National Education Goals Panel. (1995). Reconsidering children's early development and 
learning: Toward common views and vocabulary. Washington, DC: Author. 
10 National Health Interview Survey, http://www.cdc.gov/nchs/nhis.htm 
 

& Cabezas, M. C. (2000). Early childhood dental caries. Los Angeles, CA: UCLA 
Center for Healthier Children, Families and Communities. 
 

w, S., Slawinski, E. B., Williams, M., & Green, C. L. (1999). The impact of early onset 
otitis media on babbling and early language development. Journal of the Acoustical Society of 
America, 105(1), 467-475. 
 

ment of Health and Human Services: Office of the Assistant Secretary for Planning 
and Evaluation. (2000). Trends in the well-being of America's children & youth, 2000. 
Washington, DC: Author. 
 

ment of Health and Human Services: Office of the Assistant Secretary for Planning 
and Evaluation. (2001). Trends in the well-being of America's children & youth, 2001. 
Washington, DC: Author. 
 

Child health and school readiness: Background paper on a national education 
goal. Washington, DC: Child Trends. 

11 Platt, L. J., 

12 Rvache

13 U.S. Depart

14 U.S. Depart

15 Zill, M. (1990). 
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C.  Children are in healthy and safe environments. 

 

3.  Number and percentage of children 0 to 5 with blood levels greater 
than 10 micrograms of lead per deciliter (C) 

Category: Outcome measure 

What is the definition of this indicator? 
 

 

This indicator refers to the number of children 0 to 5 screened for lead who have 
blood lead levels greater than 10 micrograms per deciliter.  The total number of 
children screened would provide the denominator for determining the percentage 
of children with elevated blood levels.  Ten parts per deciliter was established as 
a toxic threshold for lead exposure in 1990.5   

 Why is this indicator important? 
 

 

 
Early detection and intervention may prevent long-term irreparable 
neurological damage and related learning and behavior problems.  Because 
of the plasticity of the human brain, a reduction in blood lead to below threshold 
levels during this time of brain growth and development may allow a return to 
normal functioning.
 
Children living in poverty are especially at risk for exposure to harmful 
levels of lead.  They have higher blood lead levels than do other children 
because of the higher lead levels in their environment, and they are also more 
likely to experience adverse effects because of the interaction of lead exposure 
with other variables, such as overall health and nutrition.
 

Elevated blood lead levels in the early years are associated with intellectual 
impairments, attention and behavioral problems, and lower achievement in 
school.7,9,11  An increase in blood lead levels from 10 to 20 parts per deciliter is 
associated with an average drop of 2 to 3 points on intelligence measures,9 and 
an increase from 10 to 30 parts is related to a drop of 4.4 to 5.3 points.4  Blood 
lead levels account for about 2 percent of the total variation in children’s 
measured intelligence.6  Attention deficits, mild learning problems, hyperactivity, 
and aggressive behavior also have been related to elevated blood lead levels.11   

It is especially important to monitor lead exposure between ages 0 and 5.  
The long-term effects of lead exposure are the greatest during this period 
because of the negative effects of lead on neurological development.10  At the 
same time, blood lead levels peak during this same critical period because of the 
hand-to-mouth activities characteristic of this age group.8  

2 
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Who else currently uses this indicator? 
 
Some states that collect data on this indicator are Connecticut, Massachusetts, 
New Hampshire, and Rhode Island.  

 

 
Also, the federal Department of Health and Human Services collects these data.  
Reducing the number of children with elevated blood lead levels was one of the 
environmental health objectives of Healthy People 2000, and eliminating 
elevated blood lead levels in children is an objective of Healthy People 2010.  

What are the possible sources of data for this indicator? 
 

 

Data on this indicator are collected by the National Health and Nutrition 
Examination Survey (NHANES), the Centers for Disease Control and Prevention, 
and the National Center for Health Statistics (NCHS).   Healthy People 2000 and 
Healthy People 2010 have used these sources to publish annual reports on this 
indicator.12  

Are there any key issues or concerns about the use of this indicator? 
 
• 

• 
Testing is sensitive to fairly small differences in lead levels.  Numerous studies 
have involved tracking the behavioral, developmental, and cognitive effects of 
changes in blood lead levels.

 

Cultural issues:  
A disproportionately large number of black children have blood levels higher than 
the 10 parts per deciliter standard.3  Therefore, to understand such differences, 
data on this indicator should be disaggregated by ethnic group.    
              

Other: 

1 
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Sources 
 

 

 

 

 

 

 

 

 

 

1 Bellinger, D., Leviton, A., & Sloman, J. (1990). Antecedents and correlates of improved cognitive 
performance in children exposed to low levels of lead. Environmental Health Perspectives, 89, 5-
11. 
2 Chugani, H. T., Muller, R. A., & Chugani, D. C. (1996). Functional brain reorganization in 
children. Brain Development, 18, 347-356. 
3 Crooks, D. (1995). American children at risk: Poverty and its consequences for children's health, 
growth, and school achievement. Yearbook of Physical Anthropology, 38, 57-86. 
4 McMichael, A. J., Baghurst, P. A., Wigg, N. R., Vimpani, G. V., Roberson, E. F., & Roberts, R. J. 
(1988). Port Pirie cohort study: Environmental exposure of lead and children's abilities at the age 
of four years. New England Journal of Medicine, 319, 468-475. 
5 Needleman, H. L. (1990). The future challenge of lead toxicity. Environmental Health 
Perspectives, 89, 85-89. 
6 Needleman, H. L., & Gatsonsis, C. A. (1990). Low-level lead exposure and the IQ of children: A 
meta-analysis of modern studies. Journal of the American Medical Association, 263, 673-678. 
7 Needleman, H. L., Schell, A., Bellinger, D., Leviton, A., & Allred, E. (1990). The long term effects 
of low doses of lead in childhood: An 11-year follow-up report. New England Journal of Medicine, 
322, 83-88. 
8 Ruff, H. A. (1999). Population-based data and the development of individual children: The case 
of low to moderate lead levels and intelligence. Developmental and Behavioral Pediatrics, 20(1), 
42-49. 
 

9 Silva, P. A., Hughes, P., & Williams, S. (1988). Blood lead, intelligence, reading attainment and 
behavior in eleven year old children in Dunedin, New Zealand. Journal of Child Psychology and 
Psychiatry, 29, 43-52. 
 

10 Stein, J., Schettler, T., Wallinga, D., & Valenti, M. (2002). In harm's way: Toxic threats to child 
development. Developmental and Behavioral Pediatrics, 43(1), 13-22. 
 

11 Thomson, G. O., Raab, G. M., & Hepburn, W. S. (1996). Blood-lead levels and children's 
behavior: Results from the Edinburgh lead study. Journal of Child Psychology and Psychiatry, 
30(50), 515-528. 
12 U.S. Department of Health and Human Services. (2000). Healthy People 2010: Understanding 
and improving health (2nd ed.). Washington, DC: U.S. Government Printing Office. 
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C. Children are in healthy and safe environments. 
4.  Number and percentage of new parents taking parenting skill classes 

focused on basic care and child safety (P) 
Category: Performance measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number and percentage of new parents that are 
specifically taking parenting skill classes with a focus on basic child care and 
safety.  The number of parents taking such a class can be calculated by totaling 
all new parents taking parenting skill classes focused on basic care and child 
safety.  The percentage is calculated by dividing the total number of new parents 
taking parenting skill classes focused on basic care and safety by the total 
number of new parents during a given time period.  The term “new parents” 
refers to parents who are expecting or have had (by birth or adoption) a child in 
the past year. 
 
Why is this indicator important? 
 

 
Educating parents regarding child safety does help in promoting safety in 
children.  Research has shown that educational programs for parents on the use 
of seat belts and child safety seats are associated with safer rides.
parent safety training also has been found to be effective in diverse home 
settings at reducing hazards, such as moving dangerous chemicals out of the 
reach of children and installing safety appliances to cabinets, stoves, stairs, and 
doors.2,7  Parents also respond well to programs that promote prevention of 
sexual abuse for preschool children.
 

Lack of information regarding child safety by parents is a significant 
predictor of whether children are in healthy and safe environments. 
Research shows that one of the most important predictors of controllable home 
hazards (e.g., child access to medicines and cleaning solutions, small items that 
may cause choking, cords that can cause strangulation, and pools or baths 
without adult supervision) are informational deficits on the part of parents.4   

1  In-home 

10 

Parental perceptions of risk affect how they model behaviors to children. 
Research shows that parental risk perceptions determine their road-safety 
modeling behavior.3,5,6  Parents who understand the risk of crossing a road 
unsafely are more likely to model safe pedestrian behavior.  Similarly, parents 
who understand the importance of wearing seat belts are more likely to model 
that behavior to their children. 
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Who else currently uses this indicator? 
 

 

This indicator has been used as part of program evaluations, as mentioned 
above.  The National SAFE KIDS Campaign collects data, monitors progress, 
and highlights others’ research on behavior-changing strategies associated with 
increasing child safety.8 

What are the possible sources of data for this indicator? 
 

 

 

Parent self-report can be a possible source of data for this indicator.  New 
parents could be asked whether they attended a class or training or had a home 
visitor who provided them with information about basic care and safety.   

Programs or agencies providing classes for new parents about basic care and 
safety could be surveyed about the numbers of new parents they served.  Most 
programs keep this information for administrative purposes. 

Are there any key issues or concerns about the use of this indicator? 
  

• 

• Reliability/Validity: 
Parent self-report may not be reliable.  Parents may forget or not consider certain 
activities in which they participated to be educated about basic care and safety 
for children.  The accuracy of program administrative data will vary.  Many 
programs do not keep unduplicated counts of parents, so the same parents may 
be counted more than once if they attended multiple classes.   
 

Cultural issues: 
Research indicates that inner-city school children, with high proportions of black 
and Hispanic students from low-income families, report lower rates of parental 
safety behaviors, such as seat belt use, and are less often told by parents to use 
their seat belts.9  This indicator should be collected by racial/ethnic and 
socioeconomic groups to determine the efficacy of parenting skill classes on 
issues like child safety across these groups. 
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Sources 
 

 

r, M., & Passmark, L. (1998). Parent Education Home 
Visitation Program: Adolescent and nonadolescent mother comparison after six months of 
intervention. Infant Mental Health Journal, 19(2), 111-123. 
 

 

6 Lam, L. T. (2001). Parental risk perceptions of childhood pedestrian road safety. Journal of 
Safety Research, 32(4), 465-478. 
 

1 Alvarez, J. (1993). The effectiveness of legislation, education, and loaners for child safety in 
automobiles. Journal of Community Psychology, 21(4), 280-284. 
2 Culp, A., Culp, R. E., Blankemeye

3 DiLillo, D., & Tremblay, G. (2001). Maternal and child reports of behavioral compensation in 
response to safety equipment usage. Journal of Pediatric Psychology, 26(3), 175-184. 
4 Greaves, P., Glik, D. C., Kronenfeld. J. J., & Jackson, K. (1994). Determinants of controllable in-
home child safety hazards. Health Education Research, 9(3), 307-315. 
 

5 Kronenfeld, J. J., Glik, D., & Jackson, K. (1991). Home fire safety and related behaviors among 
parents of preschoolers. Children's Environments Quarterly, 8(3-4), 31-40. 
 

7 Metchikian, K. L., Mink, J. M., Bigelow, K. M., Lutzker, J. R., & Doctor, R. M. (1999). Reducing 
home safety hazards in the homes of parents reported for neglect. Child & Family Behavior 
Therapy, 21(3), 23-34. 
 

8 National SAFE KIDS Campaign, http://www.safekids.org/tier2_rl.cfm?folder_id=184 
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D.  Children are healthy and well nourished. 
1.  Number and percentage of women who are breastfeeding at time of 

hospital discharge/6-week follow-up (P) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 

 
Why is this indicator important?

This indicator refers to the number of women who breastfeed their infants, 
defined as “exclusive use of human milk or the use of human milk with a 
supplemental bottle of formula or cow’s milk,” at discharge and 6 weeks following 
delivery.7  The percentage of women who are breastfeeding is calculated by 
dividing the number of women who are breastfeeding at each of these time 
points by the total number of women who have given birth. 

 
 

 

 
Breastfeeding also may have positive effects on mother-infant social-
emotional bonding.4  Some support has been found for the proposition that 
breastfeeding may promote more positive mother-infant interactions.  
instance, some studies show that mothers with longer durations of breastfeeding 
have higher rates of interaction with their infants and are more likely to describe 

Extensive research documents the health benefits of breastfeeding for 
infants and their mothers.1  There is strong evidence that breastfeeding or 
human milk feeding decreases the incidence and/or severity of a wide range of 
diseases in infants (e.g., diarrhea, lower respiratory infection, and otitis media 
[middle ear infection]).  There also is some evidence for protective effects for 
other conditions, such as sudden infant death syndrome, insulin-dependent 
diabetes mellitus, and allergic diseases.  There also is evidence that there may 
be health benefits for mothers who breastfeed their children (e.g., decreased 
postpartum bleeding, improved postpartum bone remineralization, and 
decreased risk of some types of cancer). 

Breastfeeding may be related positively to children’s cognitive 
development.6,11  In a review of 40 studies on the relationship between 
breastfeeding and cognitive development/intelligence, 68 percent of the studies 
found that breastfeeding had a positive relationship with intelligence (although 
the quality of many of the studies was not optimal).3  Another review concluded 
that “after adjustment for appropriate key cofactors, breast-feeding was 
associated with significantly higher scores for cognitive development than was 
formula feeding.”2  It should be noted that mothers who decide to breastfeed their 
infants may also have the tendency to provide a more cognitively stimulating 
home environment, which would enhance the child’s cognitive development.  
While the data on the relationship between breastfeeding and cognitive 
development are not conclusive, it does appear that breastfeeding has a 
significant potential to have a positive impact on early development.  

4  For
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their infants’ temperaments as “easy,” and to describe themselves as more 
flexible in their caregiving than do mothers who stop breastfeeding shortly after 
the child’s birth. er, that mothers who have more 
positive mother-infant interactions are more likely to continue breastfeeding.  
Other studies comparing breastfed and bottle-fed infants (many with small 
samples) show more positive touching by the breastfeeding mothers, but more 
fussiness in the infants.
 

 
Who else currently uses this indicator?

10  It is also possible, howev

5 

Breastfeeding provides significant social and economic benefits.1  Since 
breastfed infants have significantly lower rates of various illnesses, their parents 
would miss less work and have more time for attending to siblings and other 
family responsibilities.  Breastfeeding also may provide an economic benefit to 
families in that they do not need to purchase infant formula. 

 
 
The percentage of mothers still breastfeeding when their infants are 6 months old 
is included in Healthy People 2000 and Healthy People 2010 (Department of 
Health and Human Services). 7,9 
 
This indicator is currently used in the National Survey of Family Growth (NSFG), 
sponsored by U.S. Department of Health and Human Services; the Centers for 
Disease Control and Prevention (CDC); and the National Center for Health 
Statistics (NCHS).  The NSFG survey can be found online.8  This indicator also is 
consistently collected on women receiving services from the Special 
Supplemental Nutrition Program for Women, Infants, and Children (WIC), as well 
as through the national Ross Mothers’ Survey (RMS), which has been conducted 
by Abbot Laboratories since 1955.  
 
What are the possible sources of data for this indicator? 
 

 
Are there any key issues or concerns about the use of this indicator?

Data can be collected directly from parents.  Data for this indicator can be 
compiled by surveying mothers about their breastfeeding practices at their 
hospital discharge, at the baby’s six week follow-up, or later contacts with the 
mother.   

 

• Sensitivity to change: 
 

Breastfeeding rates have fluctuated over the last 50 years but may take a long 
time to show changes.  Breastfeeding rates fell sharply between 1946 and 1956 
and continued to decline until 1967, when only 25 percent of American infants 
were breastfed.12  Rates have seen a steady increase since 1989.  
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• Cultural issues: 

• 

 

Breastfeeding rates differ by racial/ethnic groups.  For example, whereas 67 
percent of all mothers in the United States (69 percent of Hispanic  and 62 
percent of American Indian/Alaska Native mothers) breastfed their infants in the 
early postpartum period in 1999, 50 percent of African-American mothers did so.7  
However, it should be noted that rates for all three ethnic groups have increased 
in the past decade.  Therefore it is important to examine these data by ethnic, 
cultural, and income-level groups, when possible.7 
 

Other:  
Low-income mothers also were less likely to breastfeed, with 49 percent 
breastfeeding in the early postpartum period. 7   
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D. Children are healthy and well nourished. 
2.  Number and percentage of children 0 to 5 years of age who are in the 

expected range of weight for their height and age (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 

 

This indicator refers to children who are between the 5th and 95th percentiles of 
weight for their height and age.  Growth charts showing the expected height and 
weight ranges for children of all ages are available from the Centers for Disease 
Control and Prevention and can be found online.2  The percentage of children 0 
to 5 years of age who are in the expected range of weight for their height and 
age is calculated by dividing the number of children 0 to 5 years of age who are 
in the expected range of weight for their height and age by the total population of 
children 0 to 5 years of age. 

Why is this indicator important? 
 

 

 
A child who is underweight also may suffer many negative health 
consequences.  A child may be underweight because of chronic illness, severe 
malnutrition, or a severe impairment in the early caregiver-infant relationship.
Impairment in the caregiver-child relationship may be caused by abuse or neglect 
of the child.  It also may be related to prenatal factors, such as inadequate 
maternal weight gain during pregnancy ure to 
environmental noise during pregnancy.
 

Childhood obesity has nearly tripled in the past three decades.  Childhood 
obesity has become increasingly problematic in recent years, with the 
percentage of children ages 6 to 11 who are overweight almost tripling between 
1963 (5.0 percent in 1963-1965) and 1994 (13.6 percent in 1988-1994).15 

Obesity is associated with many negative health consequences.  Obesity 
can be caused by many factors, including genetics, metabolism, and behavior.  
There is no single cutoff above which obesity becomes associated with health 
risks.  Instead, the prevalence of health risks increases as an individual’s weight 
increases.14  Children who are overweight are at an increased risk of developing 
type 2 diabetes, cardiovascular problems, orthopedic abnormalities, gout, 
arthritis, and skin problems. In addition, being overweight has been linked to the 
premature onset of puberty.6  Therefore, maintenance of a healthy weight is an 
important factor in improving child health.   

3  

3,14 or excessive maternal expos
11 

Being overweight also is likely to negatively affect children’s social and 
psychological development.  Children who are obese may experience 
psychological stress due to being treated differently by peers. These factors may 
lead to difficulties in adapting to the school environment.9  In addition, growth 
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problems may be linked with chronic health problems that may hinder school 
attendance.9 
 
Who else currently uses this indicator? 
 
Many national efforts have been using this indicator to monitor children’s health 
and, more recently, the school readiness of children.  The U.S. Department of 
Health and Human Services collects data on this indicator at a national level.  
This information can be found in Healthy People 2010 and is available online.7   
 
What are the possible sources of data for this indicator? 
 
Data can be collected from records or by direct assessment. Parents may not be 
able to provide accurate answers on their child’s height and weight, but 
communities can use health records to gather this information.  Administrative 
data, such as health care provider records and school health records, often 
contain such information.  In addition, a community could directly assess children 
on their height and weight and use standard growth charts to assess whether the 
children are in the expected weight range for their height and age.  
 
Standard survey items are available online.  The National Health and Nutrition 
Examination Survey (NHANES) of the National Center for Health Statistics at the 
Centers for Disease Control and Prevention collects data relating to this 
indicator.  This survey can be found online.
Study, Kindergarten Cohort (ECLS-K), collected information on the height and 
weight of children using direct assessment by a trained assessor.  These data 
can be ordered online.4  The National Outcome Work Groups also recommend 
this indicator. 
 

 

10  The Early Childhood Longitudinal 

The California Health Interview Survey also has questions asking for the height, 
weight, and age of children.1  These numbers can be compared with standard 
growth charts to assess whether children are in the expected weight range for 
their height and age. 

Are there any key issues or concerns about the use of this indicator? 
 
• 
For children who are underweight, weight gain may be accomplished by a 
number of means.  Treatment methods are usually successful in terms of the 
child’s gaining weight, (although the underlying cause of the child’s low weight 
must be determined and corrected as well).8 
 

Sensitivity to change: 

Research has shown that programs designed to educate children about proper 
nutrition are more effective for preschool-age children than for school-age 
children.14  Through the combination of a properly balanced diet and physical 
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activity, obese children can achieve weight loss while maintaining healthy 
growth.14 
 
• 

 
In California, disproportionate numbers of African-American, Hispanic/Latino, and 
Asian children are likely to be overweight or at risk for being overweight.13   
 
In the first year of life, the prevalence of children who are underweight is much 
higher for low-income black children (15 percent) than for low-income non-
Hispanic white (10 percent), low-income Asian or Pacific Islander (9 percent), or 
low-income Hispanic (7 percent) children.14  
 
• Other: 
Among children ages 6 to 11, boys (11.8 percent) and girls (11.0 percent) are 
almost equally likely to be overweight. 

                                                

Cultural issues: 
Some racial and ethnic subgroup differences exist among children ages 6 to 11 
who are overweight.  Among non-Hispanic blacks, girls (17.1 percent) are about 
five percentage points more likely to be overweight than boys (12.3 percent).  In 
contrast, for both Mexicans1 and non-Hispanic whites, boys show slightly higher 
rates of obesity (17.7 percent for Mexicans and 10.9 percent for non-Hispanic 
whites) than girls (15.3 percent for Mexicans and 9.8 percent for non-Hispanic 
whites).  In the same age group, there also are differences according to race and 
ethnicity.  Among girls, non-Hispanic whites (9.8 percent) are the least likely to 
be overweight and non-Hispanic blacks (17.1 percent) the most likely, with 
Mexican girls (15.3 percent) falling in between.  Among boys, Mexicans (17.7 
percent) are the most likely to be overweight. Non-Hispanic white boys (10.9 
percent) are the least likely to be overweight.5  In addition, nationally, Native 
American children have a disproportionately greater likelihood of being 
overweight.12 

 
1 “Mexican” refers to a subset of the Hispanic population. 
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D.  Children are healthy and well nourished. 

Category: Performance measure 
 

3.  Number and percentage of women who participate in breastfeeding 
support programs (P) 

What is the definition of this indicator? 
 
This indicator refers to the number of women who take part in any type of 
breastfeeding support program or activity during a given time period.  The 
percentage of women who participate in breastfeeding support programs is 
calculated by dividing the number of women who participate in such programs 
during a given time period by the total number of women who had live births 
during that period. 
 
Why is this indicator important? 
 
Although extensive research shows that breastfeeding has significant 
benefits to infants, mothers, and society at large, breastfeeding rates 
remain moderately low.1,13  In the United States, breastfeeding rates fall far 
below the Healthy People 2010 goals of at least 75 percent of women initiating 
breastfeeding and at least 50 percent breastfeeding until their infants are 6 
months old.9  (See indicator D1 for benefits of breastfeeding for infants and 
mothers.) 
 
Participation in activities that support breastfeeding can increase rates and 
duration of breastfeeding.  One study found that the more WIC breastfeeding 
support activities mothers participated in, the longer they breastfed their infants.3  
Another study found that women who received advice on breastfeeding 
prenatally and those who received breastfeeding assistance postpartum were 
more likely to breastfeed.4  In addition, peer counseling increased rates of 
breastfeeding among WIC participants, particularly when coupled with support 
from lactation specialists and consultants.5 
 
Physicians can have a significant impact on a woman’s choice of whether 
or not to breastfeed but often are lacking information on why and how to 
support breastfeeding. ’ support of 
breastfeeding mothers can improve breastfeeding rates among American women 
of all social and ethnic backgrounds.
knowledge and attitudes toward breastfeeding found that “pediatricians have 
significant educational needs in the area of breastfeeding management.”
Giving physicians such information and making them aware of breastfeeding 
support programs in their areas can help them support women in making well-
informed choices about feeding their infants.   
 

6  Studies have found that physicians

7  However, a survey of pediatricians’ 

10  

Programs that promote and encourage breastfeeding are international.  
One step taken to promote breastfeeding worldwide is the Baby Friendly Hospital 
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Initiative, an international program of the World Health Organization (WHO) and 
the United Nations Children’s Fund (UNICEF).  WHO/UNICEF have identified 
Ten Steps to Successful Breastfeeding that hospitals and birthing centers can 
take to increase breastfeeding rates of new mothers.  Hospitals and birth centers 
that follow these steps are recognized by the Initiative as “baby friendly 
hospitals.”  Currently, 33 U.S. hospitals have received the “baby friendly” 
designation, 6 of which are in California.2 
 
Who else currently uses this indicator? 
 
This indicator is currently used in several small-scale studies. 
 
What are the possible sources of data for this indicator? 
 
This indicator can be compiled by surveying a sample of mothers and asking 
them whether they received support services concerning breastfeeding.  Another 
option would be to ask a sample of breastfeeding support programs to report on 
the number of mothers they serve during a given time period. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 
This performance measure may be difficult to collect reliably for an entire 
community.  It may be easier to see whether specific programs/hospitals are able 
to provide breastfeeding support services to larger numbers of mothers.   An 
alternative indicator could be the number of breastfeeding support programs in a 
community divided by the number of live births during a given time period.   
 
• Sensitivity to change: 
With the recent national emphasis placed on the importance of breastfeeding, it 
is likely that more and more support programs will be available to and accessed 
by mothers. 
 
• Cultural issues:  

Reliability/Validity: 

Outreach to and participation in breastfeeding support programs are likely to 
differ by ethnic and cultural groups and by income level. Southeast Asian 
mothers have the lowest rate of breastfeeding among mothers of all ethnic 
groups in California.  Thirty-six percent of Southeast Asian mothers breastfeed in 
the hospital, and they supplement with artificial baby milk, whereas 80 percent of 
Latino women prefer breastfeeding their babies.8,11,12  To understand who has 
access to and who uses these support services, data should be disaggregated, 
when possible.   
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• Feasibility/burden:  

 
   

Who receives breastfeeding support services through agencies/hospitals is 
probably already being monitored.  Gaining access to and compiling this 
information across numerous agencies could present a burden.   
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D.  Children are healthy and well nourished. 
4.  Number and percentage of qualified families receiving WIC (C) 

 
Category: Performance measure 

What is the definition of this indicator? 
 

 

The indicator refers to the number of families who have met the criteria for and 
are currently receiving assistance through the Special Supplemental Nutrition 
Program for Women, Infants, and Children, otherwise known as WIC.  The 
percentage of qualified families receiving WIC is calculated by dividing the 
number of qualified families receiving WIC services by the total number of 
families eligible for WIC services in the same geographical area.  Data for 
families with children under age 5 should be examined separately from data for 
other families, if possible. 

Why is this indicator important? 
 

 

 

WIC provides children with the nourishment needed for good health and 
physical growth. The WIC program “provides free, nutritious, supplemental 
foods, nutrition education, and health care referrals to low-income, pregnant, 
postpartum, and breast-feeding women, and to low-income infants and children 
under the age of 5 who are judged at nutritional risk by professionals.”6  Children 
who are well nourished typically have better health and physical growth (see 
indicators D2, N2).   

Participation in WIC increases the chance that poor children will be healthy 
and well nourished during the critical early years of growth and 
development.  Studies have shown that participation in WIC results in significant 
benefits to women and children.  For example, prenatal participation in WIC has 
improved birth outcomes (e.g., increased birth weights, decreased number of 
small-for-gestational-age deliveries, and decreased infant mortality).1-3,5,7,9  The 
program has been shown to decrease the prevalence of iron deficiency anemia 
in infants and children and to increase the intake of certain key nutrients in 
children between 1 and 4 years of age (e.g., iron and zinc).4,8  WIC use has 
resulted in improved rates of childhood immunization and of having a regular 
source of health care.9  Participation in WIC also has been associated with 
improved cognitive development.  For example, children who received WIC 
benefits were found to have better vocabularies and better digit memory than 
comparable children who were not participating in WIC.9   

Who else currently uses this indicator? 
 
The U.S. Department of Agriculture (USDA), the government body that oversees 
the WIC program, currently uses this indicator. 
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What are the possible sources of data for this indicator? 
 
WIC state agencies are required to report biennially on the characteristics of the 
WIC program and its participants under their jurisdiction. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 
Estimating how many families and children qualify for WIC will not be completely 
accurate.  However, such estimates can be produced consistently across years, 
allowing for relative comparisons of program use over time. 

• 

• 

 

Reliability/Validity: 

 
Sensitivity to change: 

Participation in WIC has fluctuated over the past few years.  Participation 
increased steadily from the program’s inception in 1972 until 1998.  The number 
of WIC participants decreased in 1998, 1999, and 2000.  Participation increased 
in 2001 but is still lower than in 1997.10   
 

Cultural issues:  
Over the past decade, the racial/ethnic composition of WIC participants has 
changed.  Although people who are white non-Hispanic still make up the largest 
percentage of WIC participants, the percentage of people of Hispanic descent 
using WIC services has increased (in 1988, people of Hispanic descent made up 
21 percent of the WIC caseload; in 1998, this group made up 32 percent of the 
caseload).11,12  During this period, the percentages of white non-Hispanic and 
black non-Hispanic WIC participants decreased.11 
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D.  Children are healthy and well nourished. 
5.  Number and percentage of qualified families receiving Food Stamps 

(C) 
Category: Performance measure 

 
What is the definition of this indicator? 
 

 

This indicator refers to the number of families who have met the criteria for and 
are currently receiving assistance from the U.S. Department of Agriculture’s 
(USDA) Food Stamp Program.  The percentage of qualified families receiving 
Food Stamps is calculated by dividing the number of qualified families receiving 
Food Stamps by the total number of families eligible for Food Stamps in the 
same geographic area.  Data for families with children under age 5 should be 
examined separately from data for other families, if possible. 

Why is this indicator important? 
 
The Food Stamp Program (FSP) helps to ensure that children are well 
nourished.  The FSP provides low-income families and individuals benefits (in 
the form of paper coupons or electronic debit cards) that can be used to buy 
eligible food.  The FSP is the largest of the domestic food and nutrition programs 
administered by the USDA’s Food and Nutrition Service; the program served 
more than 17 million people a month in fiscal year 2000.7  That same year, 
slightly more than half of all FSP participants were children.  Children who are 
well nourished are more likely to have good health and physical growth (see 
indicators D2, N2). 
 
Studies have shown that participation in the FSP results in significant 
benefits to children.  Food Stamp use has been found to increase the levels of 
some nutrients (e.g., iron, zinc, and folate) in preschoolers.5,6  The effect of the 
FSP on iron levels is especially important, given the prevalence of iron deficiency 
anemia among our nation’s poor children.  Participation in the FSP has been 
associated with significant increases in household food expenditures.
also been found that each Food Stamp dollar received significantly improves diet 
quality.1   
 

3,4  It has 

Who else currently uses this indicator? 
 
The U.S. Department of Agriculture (USDA) tracks FSP participation rates. 
 
What are the possible sources of data for this indicator? 
 
The number of people participating in the FSP in each state is available from the 
USDA.  National estimates of the number of people eligible to receive Food 
Stamps are also collected.  Data on this indicator also could be collected by 
surveying households regarding their eligibility for and use of Food Stamps. 
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Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 

 
• 
FSP participation rates are affected by many factors, such as the economy, 
welfare reform, and legislative changes.
every year between 1994 and 1999 and rose slightly in 2000.2 

• Cultural issues:  

Participation data for FSP are consistently documented and updated. 

Sensitivity to change: 

2  Participation rates in the program fell 

 

People who are white non-Hispanic make up the largest group of FSP 
participants, followed by people who are black non-Hispanic and people who are 
Hispanic (race/ethnicity data on heads of households).2  Given group differences, 
data on FSP participation should be disaggregated by racial/ethnic groups, when 
possible. 
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eBlanc, C., & Kennedy, E. T. (1998). Maintaining food and nutrition 
security: the role of the Food Stamp Program and WIC. Family Economics and Nutrition Review, 
11(4). 
 

1 Basiotis, P. P., Kramer-L

2 Cunnyngham, K. (2002). Trends in Food Stamp Program participation rates: 1994 to 2000. 
Retrieved July 25, 2002, from 
http://www.fns.usda.gov/oane/MENU/Published/FSP/Participation.htm 
 

3 Fraker, T. M. (1990). The effects of Food Stamps on food consumption: A review of the 
literature. Washington, DC: Mathematica Policy Research. 
 

 

 

4 Kennedy, E. (1999). Public policy in nutrition: The U.S. nutrition safety net --- past, present, and 
future. Food Policy, 24, 325-333, 343-347. 
5 Perez-Escamilla, R., Ferris, A. M., Drake, L., Haldeman, L., Peranick, J., Campbell, M., et al. 
(2000). Food Stamps are associated with food security and dietary intake of inner-city 
preschoolers from Hartford, Connecticut. Journal of Nutrition, 130, 2711-2717. 
 

6 Rose, D., Habicht, J. P., & Devaney, B. (1998). Household participation in the Food Stamp and 
WIC programs increases the nutrient intakes of preschool children. Journal of Nutrition, 128, 548-
555. 
7 U.S. Department of Agriculture. (2001). Characteristics of Food Stamp households: Fiscal year 
2000 (No. FSP-01-CHAR). Alexandria, VA: Author, Food and Nutrition Service, Office of Analysis, 
Nutrition, and Evaluation. 
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E. Children have good oral health.  
1.  Number and percentage of children ages 3 or older who receive 

annual dental exams (P) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of children ages 3 years old or older who have 
visited a dentist within the past year.  The percentage is calculated by dividing 
the number of children ages 3 years old or older who visited a dentist in the past 
year by the total number of children ages 3 years old or older. 
 
Why is this indicator important? 
 

 
Dental problems are widespread among youth.  Dental decay is one of the 
most common diseases among youth in the United States.  More than three-
quarters of adolescents have at least one cavity or filling by age 17,
one-fifth of all adolescents have one or more untreated caries, lesions, or active 
tooth infections.
 

 

Annual dental exams provide preventive care and facilitate early diagnosis 
and treatment of oral problems.4  Preventive care often includes the 
application of sealants, which prevent cavities in pits and fissures of the teeth  
that brushing and fluoride may not prevent effectively.11,15  In combination with 
the practice of good dental health behaviors, the use of professional preventive 
care can reduce the risk of dental caries (or decay) and its consequences (see 
indicator E2).   

15 and about 

6   

Poor dental health can contribute to other health problems and difficulties 
in school.  Untreated dental caries can be very painful and can interfere with 
diet, nutrition, and sleep.1,15  In addition, chronic dental problems in children can 
adversely affect self-image, concentration, school attendance, and school 
performance.13 

Who else currently uses this indicator? 
 

 

Many national and state efforts use this indicator to monitor children’s school 
readiness.  This indicator is collected by the National Center for Health Statistics.  
Child Health USA 2001 also tracks this indicator.7  In addition, the National 
Outcome Work Groups recommend this indicator. 
 
Rhode Island is an example of a state that monitors this indicator as part of its 
child health initiative.  
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What are the possible sources of data for this indicator? 
 

 

 

 

Data for the state of California and most of its counties are being collected 
through a statewide survey.  The University of California, Los Angeles (UCLA) 
Center for Health Policy Research collects data on the frequency of children’s 
dental visits in California Health Interview Survey.2   
 
Data can be collected directly from parents.  Data on this indicator can be 
collected by surveying all (or a representative sample) of parents of children in 
the target age group and population. 

Standard national survey items are available online.  If data will be collected 
through parent surveys, those collecting the data should use standard items to 
maintain the comparability of data within California and with other states.  
National surveys that have used this indicator include the Early Childhood 
Longitudinal Study, Kindergarten Cohort (ECLS-K)3; the National Health 
Education Survey10; the National Health and Nutrition Examination Survey (1999-
2001 Sample Person Questionnaire, Oral Health Questionnaire)8; and the 
National Health Interview Survey (NHIS).9 

Data from the national surveys mentioned above are available online and can be 
used to benchmark progress on this indicator.  Online data also are available 
from the National Center for Health Statistics in Health, United States, 2001.5 

Are there any key issues or concerns about the use of this indicator? 
 
• 

• 

 
• 

Sensitivity to change: 
According to the U.S. Department of Health and Human Services, use of dental 
care services can be increased by removing barriers to care such as high costs, 
lack of insurance, and lack of knowledge about preventive dental care.14  School-
based dental health programs can lead to increases in the number of children 
receiving annual dental exams by providing oral health education and improving 
access to treatment services.12 
 

Cultural issues: 
It is important to provide services and outreach in the languages of the 
community and to consider the cultural backgrounds of community residents. In 
1999, 77 percent of white non-Hispanic children ages 2 to 17 had visited a 
dentist in the past year, compared with 68 percent of black non-Hispanic and 
only 59 percent of Hispanic children.4  Immigrant families, in particular, may not 
be familiar with preventive dental care or with the dental health care system.12  
When possible, data should be disaggregated by ethnic group. 

Other: 
In 1999, almost 80 percent of nonpoor children ages 2 to 17 had visited a dentist 
in the past year, compared with only about 58 percent of poor children and 62 
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percent of near-poor children.4   When possible, data should be disaggregated by 
economic level. 
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M., Buischi, Y. A. P., & Axelsson, P. (1995). Caries lesions and dental restorations 
as predisposing factors in the progression of periodontal diseases in adolescents.  A 3-year 
longitudinal study. Journal of Periodontology, 66, 249-254. 
 

a Health Interview Survey, Question CC5.
 

ed States, 2001,
 

P., Fingerhut, L. A., & Duran, C. R. (2000). Health, United States, 2000, with 
adolescent health chartbook. Hyattsville, MD: National Center for Health Statistics. 
 

 

ealth Interview Survey,
 

usehold Education Survey School Readiness Questionnaire, Questions PT3 and 
PT4.
 

 

nd KIDS COUNT. (2000). School-based dental services. Providence, RI: Author. 
 

nd KIDS COUNT. (2001). Factbook. Providence, RI: Author. 
 

ment of Health and Human Services. (2000). Healthy People 2010: Understanding 
and improving health and objectives for improving health (2nd ed.). Washington, DC: U.S. 
Government Printing Office. 
 

ment of Health and Human Services. (2000). Oral health in America: A report of the 
Surgeon General. Executive summary. Rockville, MD: Author, National Institute of Dental and 
Craniofacial Research, National Institutes of Health. 

1 Albandar, J. 

2 Californi  http://www.healthpolicy.ucla.edu/chis/news/ 
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CHQ.100. http://nces.ed.gov/ecls/pdf/fallkind/interview.pdf 
 

4 Eberhardt, M., Ingram, D., Makuc, D., Pamuk, E., Freid, V., Harper, S., et al. (2001). Urban and 
rural health chartbook: Health, United States, 2001. Hyattsville, MD: National Center for Health 
Statistics. 
 

5 Health, Unit  http://www.cdc.gov/nchs/products/pubs/pubd/hus/hus.htm 
6 MacKay, A. 

7 Maternal and Child Health Bureau. (2002). Child Health USA 2001. Washington DC: U.S. 
Department of Health and Human Services. 
 

8 National Health and Nutrition Examination Survey Sample Person Questionnaire, Oral Health 
Questionnaire, Questions OHQ.030 through OHQ.070. 
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10 National Ho
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11 Nowjack-Raymer, R. E., Drury, T. F., & Selwitz, R. H. (1996). Association of sealant presence 
and untreated decay in U.S. children. Journal of Dental Research, 75(187). 
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13 Rhode Isla
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E.  Children have good oral health. 
2.  Number and percentage of children with no dental caries at age 5 (P) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator measures the number and percentage of children who do not have 
dental caries at the age of 5.  Dental caries, also referred to as dental decay or 
dental cavities, refer to a disease that results in demineralization and ultimately 
cavitation of the tooth surface if not controlled or remineralized.
of children with no caries can be calculated by dividing the number of 5-year-old 
children with no dental caries by the total number of children age 5.   
 

5  The percentage 

Why is this indicator important? 
 

 

 

 

 

Dental caries can have significant medical and health consequences.  If left 
untreated, dental caries can lead to severe toothaches, oral abscess, destruction 
of bone, and spread of infection via the bloodstream.6  Dental caries also may 
affect a child’s eating habits and nutritional intake (see indicator N2), potentially 
influencing growth and early childhood development and school readiness.  In 
addition, the pain and infection caused by dental caries can lead to problems in 
eating, speaking, and attending to learning.9  Children with dental caries tend to 
have severe dental pain and may experience more school absenteeism, thus 
affecting their performance in school.8   

Dental caries are one of the most common chronic diseases in children.  
Dental caries are a chronic disease of childhood occurring nearly five to eight 
times more frequently than asthma, the second most common chronic disease in 
children.6  Nationally, 1 out of every 15 children suffer severe dental disease.9   

Dental care is the most unmet health care need of children.3  Recent data 
show an increase in the percentage of children who have untreated cavities and 
a decrease in the percentage of children who visit a dentist before kindergarten.7 

Dental caries are a preventable disease.  Research confirms that regular 
dental checkups and cleanings, fluoride and other treatments, and classes on 
oral hygiene can significantly reduce the incidence of dental caries.6  The earliest 
opportunity for intervention occurs during prenatal counseling, when the mother 
can be given information about diet, oral hygiene practices, appropriate uses of 
fluoride, and the transmission of bacteria from parents to child.1  Other 
opportunities include informing families during dental visits about the benefits of 
early routine dental care, encouraging the use of fluoridated water, and also 
educating families about the benefits of dental sealants.5     

Establishing good oral health at an early age sets the stage for good oral 
health at later stages.  Early childhood caries (ECC) tend to affect the primary 
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teeth of infants and young children between the ages of 1 and 6.1  Early 
childhood caries dramatically increase a child’s risk for future dental caries.4 
 
Who else currently uses this indicator? 
 

 
Currently, no national organizations or states track this indicator. 

What are the possible sources of data for this indicator? 
 
Data can be collected directly from parents.  This indicator can be obtained by 
parent/caregiver report at kindergarten entry or through the child’s dental 
provider records.    

 

 
Data also can be collected through direct examination of the child at age 5. 
 
This indicator is being used in a number of health surveys with dental data, 
including the Basic Screening Survey (BSS) (developed by the Association of 
State and Territorial Dental Directors with technical assistance from the Division 
of Oral Health, National Center for Chronic Disease Prevention and Health 
Promotion, Centers for Disease Control and Prevention) and the National Health 
and Nutrition Examination Survey III (NHANES III) (Centers for Disease Control 
and Prevention). 

Are there any key issues or concerns about the use of this indicator? 
  

• Sensitivity to change: 
Changes in this indicator have been successfully tracked by Healthy People 
2000 and other national studies. 
 

Cultural issues: • 
Dental caries are more common among children from low-income families and 
certain ethnic groups.  In the United States, 25 percent of children and 
adolescents, typically those from minority groups and those from families with 
low incomes, experience 80 percent of all dental decay occurring in permanent 
teeth.2  Children whose parents and caregivers have less than a high school 
education and those whose parents and caregivers are Hispanic, American 
Indian, or Alaska Native appear to be at a significantly higher risk for developing 
early childhood caries.10  Furthermore, children and adolescents from families 
with low incomes experience a significant percentage of dental decay occurring 
in permanent teeth.8  It is important to disaggregate data by these groups, when 
possible. 
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Sources 
 

 

 

 

 

l Accounting Office. (2000). Oral health: Dental disease is a chronic problem among 
low-income populations. Washington, DC: Author. 
 

 

1 Ismail, A. I., & Sohn, W. A. (1999). A systematic review of clinical diagnostic criteria of early 
childhood caries. Journal of Public Health Dentistry, 59(3), 171-191. 
2 Kaste, L. M., Selwitz, R. H., Oldakowski, R. J., Brunelle, J. A., Winn, D. M., & Brown, L. J. 
(1996). Coronal caries in the primary and permanent dentition of children and adolescents 1-17 
years of age: United States: 1988-1991. Journal of Dental Research, 75, 631-641. 
3 Mouradian, W. E. (2001). The face of a child: Children's oral health and dental education. 
Journal of Dental Education, 65(9), 821-831. 
4 O'Sullivan, D. M., & Tinanoff, N. (1993). Maxillary anterior caries associated with increased risk 
in other primary teeth. Journal of Dental Research, 72(12), 1577-1580. 
 

5 U.S. Department of Health and Human Services. (2000). Healthy People 2010: Understanding 
and improving health (2nd ed.). Washington, DC: U.S. Government Printing Office. 
 

6 U.S. Department of Health and Human Services. (2000). Oral health in America: A report of the 
Surgeon General. Rockville, MD: Author, National Institutes of Health, National Institute of Dental 
and Craniofacial Research. 
7 U.S. Department of Health and Human Services, & National Center for Health Statistics. (1997). 
Healthy People 2000 review 1997. Hyattsville, MD: Authors. 
 

8 U.S. Genera

9 Vargas, C. M., Crall, J. J., & Schneider, D. A. (1998). Sociodemographic distribution of pediatric 
dental caries: NHANES III, 1988-1994. Journal of the American Dental Association, 129(9), 1229-
1238. 
 

10 White, B. A., Weintraub, J. A., & Caplan, D. J. (1993). Toward improving the oral health of 
Americans: An overview of oral health status, resources, and care delivery. Public Health 
Reports, 108, 657-872. 
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E.  Children have good oral health. 

 

3.  Number and percentage of children at age 5 with untreated dental 
problems (P) 

Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of children who are 5 years old and who have 
untreated dental problems.  Dental problems, such as dental decay or dental 
cavities, require treatment to prevent more serious health problems (see indicator 
E2).  The percentage can be calculated by dividing the number of children age 5 
who have been screened and who have untreated dental problems by the total 
number of children age 5.   
 
Why is this indicator important? 
 

 

 

 
Many opportunities for primary prevention of dental problems exist.  The 
earliest opportunity for intervention occurs during prenatal counseling, when the 
mother can be given information about diet, oral hygiene practices, appropriate 
uses of fluorides, and the transmission of bacteria from parents to child.

Untreated dental problems can have significant medical and health 
consequences in children.  About 25 percent of all children have untreated 
caries in their permanent teeth.7  Nationally, 1 out of every 15 children suffer 
severe dental disease that can be debilitating.8 For example, if left untreated, 
dental caries can lead to severe toothaches, oral abscess, destruction of bone, 
and spread of infection via the bloodstream.5   In addition, the pain and infection 
caused by dental caries can lead to problems in eating, speaking, and attending 
to learning.7  (See indicator E2.) 

Dental care is the most unmet health care need of children.3 In the United 
States, 25 percent of children and adolescents, typically those from minority 
groups and those from families with low incomes, experience 80 percent of all 
dental decay occurring in permanent teeth.2  Additionally, oral health indicators, 
such as those used in Healthy People 2000, show an increase in the percentage 
of children who have untreated cavities and a decrease in the percentage of 
children who visit a dentist before kindergarten.6   

Untreated dental disease is a chronic problem among low-income 
populations. Nearly 1 in 3 children in the lowest income groups (annual incomes 
below $10,000) have at least one decayed untreated tooth, compared with 1 in 
10 preschool children in higher income groups ($35,000 or higher).7  
Furthermore, homeless children are more likely to have never visited a dentist.7  It 
is therefore not surprising that low-income children suffer more restricted-activity 
days, such as missing school, than do higher-income children as a result of 
untreated dental problems.7   

1  Other 

 E3 - 1



 

opportunities include reinforcing the benefits of early routine dental care, 
encouraging the use of fluoridated water, and educating families about the 
benefits of dental sealants during dental visits.
 

4   

Who else currently uses this indicator? 
 
This indicator is being used in a number of health surveys with dental data, 
including the Basic Screening Survey (BSS) (developed by the Association of 
State and Territorial Dental Directors with technical assistance from the Division 
of Oral Health, National Center for Chronic Disease Prevention and Health 
Promotion, Centers for Disease Control and Prevention) and the National Health 
and Nutrition Examination Survey III (NHANES III) (Centers for Disease Control 
and Prevention). 
 
 
What are the possible sources of data for this indicator? 
 
This indicator can be obtained by parent/caregiver report at kindergarten entry or 
through the child’s dental provider records.    
 

 

In addition, this indicator could be collected through direct examination of the 
child at age 5. 

Are there any key issues or concerns about the use of this indicator? 
  
o Reliability/Validity: 

o Sensitivity to change: 

 
o 

NHANES is unique in that oral health data are collected by interview, physical 
examination, and laboratory analyses.  Similarly, the Basic Screening Survey 
also relies on recorded observations of gross dental or oral lesions by dentists, in 
accordance with state law.  Therefore, the conduct and cost of using a physical 
examination for this indicator are quite burdensome. 

The most reliable source would be a dental screening of children entering 
kindergarten.    
 

Changes in this indicator have been successfully tracked by Healthy People 
2000 and other national studies.4,6  

Cultural issues: 
There are differences in the percentage of children who experience dental 
problems between various cultural, ethnic, and income groups.  For instance, 
nearly 70 percent of Native American preschoolers have untreated tooth decay, 
compared with 11 percent of white children.7  Therefore, it is important to 
disaggregate data by these groups, when possible. 
 
o Feasibility/Burden:   
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ment of Health and Human Services, & National Center for Health Statistics. (1997). 
Healthy People 2000 review 1997. Hyattsville, MD: Authors. 
 

 

1 Ismail, A. I., & Sohn, W. A. (1999). A systematic review of clinical diagnostic criteria of early 
childhood caries. Journal of Public Health Dentistry, 59(3), 171-191. 
2 Kaste, L. M., Selwitz, R. H., Oldakowski, R. J., Brunelle, J. A., Winn, D. M., & Brown, L. J. 
(1996). Coronal caries in the primary and permanent dentition of children and adolescents 1-17 
years of age: United States: 1988-1991. Journal of Dental Research, 75, 631-641. 
3 Mouradian, W. E. (2001). The face of a child: Children's oral health and dental education. 
Journal of Dental Education, 65(9), 821-831. 
4 U.S. Department of Health and Human Services. (2000). Healthy People 2010: Understanding 
and improving health (2nd ed.). Washington, DC: U.S. Government Printing Office. 
 

5 U.S. Department of Health and Human Services. (2000). Oral health in America: A report of the 
Surgeon General - executive summary. Rockville, MD: Author, National Institute of Dental and 
Craniofacial Research, National Institutes of Health. 
6 U.S. Depart

7 U.S. General Accounting Office. (2000). Oral health: Dental disease is a chronic problem among 
low-income populations. Washington, DC: Author. 
 

8 Vargas, C. M., Crall, J. J., & Schneider, D. A. (1998). Sociodemographic distribution of pediatric 
dental caries: NHANES III, 1988-1994. Journal of the American Dental Association, 129(9), 1229-
1238. 
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E.  Children have good oral health. 

 

4.  Number and percentage of children who have dental insurance (P) 
Category: Performance measure 

What is the definition of this indicator? 
 

 

This indicator measures the number and percentage of children who are enrolled 
in private or federally funded dental insurance programs.  The number of children 
(0 to 5 years old) who have dental insurance is calculated by totaling the number 
of children who are covered by private or federally funded dental insurance 
programs.  The percentage of children (0 to 5 years old) who have dental 
insurance is calculated by dividing the number of children (0 to 5 years old) with 
dental insurance by the total number of children (0 to 5 years old).  

Why is this indicator important? 
 
The availability of dental insurance increases both utilization of dental 
services and oral health. ance are more likely to get 
annual dental exams, have fewer dental caries, and have fewer untreated dental 
problems, all of which make them less likely to be absent from school (see 
indicators E1, E2, E3). 
 

 
Some children have less access to and make less use of dental services.  
Children from minority groups, low-income children, children in families without 
insurance, and children with special needs receive fewer preventive and other 
dental services than their counterparts in the general population.5  In addition,  
children from low-income families are less likely to make preventive dental visits 
than children in higher income groups. re of these children 
also experience oral disease, and they have it to the greatest extent.
 
Paradoxically, low-income children have the highest rates of dental insurance 
coverage, primarily through Medicaid and SCHIP, yet, these children have the 
fewest overall dental visits. ge seems to have had a 
lesser effect on the likelihood of a child’s having a dental visit than private 
coverage. e of dental care among 
low-income children despite health insurance coverage suggests that barriers 
other than access to insurance coverage contribute to oral health problems faced 
by this population.9   
 

3  Children with dental insur

Many children in the United States have no dental health insurance.  As of 
1998, more than 11 million children in the United States were estimated to have 
no form of this insurance, a problem that has significant consequences for 
children’s oral health.8   

11  Not surprisingly, mo
5   

2,10  Medicaid dental covera

2,10  The poor oral health and relatively low us

The lack of use of Medicaid dental coverage is not fully understood, but it does 
suggest the need for improving the design of Medicaid dental programs.6  For 
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instance, educating parents on the advantages of preventive dental care for their 
children and on the dental coverage provided by Medicaid and SCHIP may 
increase the use of these benefits. It also has been reported that oral health 
services account for only about half a percent of Medicaid spending, which 
suggests a need for investing more money in such programs.4  With these 
findings in mind, programs such as Pipeline, Profession and Practice: 
Community-Based Dental Education have been funded by The Robert Wood 
Johnson Foundation (RWJF).  These community-based clinical programs are 
designed to increase access to dental care for underserved populations and 
increase recruitment and retention of low-income and underrepresented minority 
students as dental professionals.7  
 
Who else currently uses this indicator? 
 

 

This indicator is currently being used in the Medical Expenditures Panel Survey 
(Agency for Healthcare Research and Quality), the National Health Interview 
Survey (Centers for Disease Control and Prevention), and the Synopses of State 
and Territorial Dental Public Health Programs. 
 
Currently, no other national organizations or states track this indicator. 

What are the possible sources of data for this indicator? 
 

 
This indicator also can be obtained through survey results.  California specific 
data (statewide and for most counties) are collected by the University of 
California, Los Angeles (UCLA) Center for Health Policy Research in the 
California Health Interview Survey.
 

Data can be collected directly from parents.  This indicator is typically obtained 
from self-report by parents/caregivers or from tracking numbers of children 
covered through public dental health insurance programs.  

1 

Are there any key issues or concerns about the use of this indicator? 
  

 

Changes in this indicator have been successfully tracked by national surveys. 

As noted above, there are differences in the percentage of children who are 
covered by dental health insurance between various income groups.  Therefore, 
it is important to disaggregate data by these groups, when possible. 

• Reliability/Validity: 
Self-reports from parents may not be able to distinguish reliably between different 
types of dental insurance but can give a fairly accurate picture of how many have 
some dental insurance. 

• Sensitivity to change: 

 
• Cultural issues: 
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E.  Children have good oral health. 
5.  Availability of dental services (ratio of providers to population) (C) 

 
Category: Structural measure 

What is the definition of this indicator? 
 
This indicator refers to the number of dental service providers who treat children 
in the community per 100 children, ages 3 to 5, living in the community.  
 
Why is this indicator important? 
 

 

Having an adequate number of dental providers for children ages 3 to 5 will 
aid communities in ensuring that children have good oral health. Oral 
problems in young children, if untreated, can contribute to other health issues 
and difficulty in school.4,6  Annual dental exams provide preventive care and 
facilitate early diagnosis and treatment of such problems.1  Dental caries, one of 
the most common chronic diseases in children, are preventable with regular 
dental checkups and cleaning.3,5,7 (See indicators E1, E2, E3.) Collecting these 
data could help communities to assess whether a shortage of dental care 
providers is an issue that might be addressed in their strategic plans.   

What are the possible sources of data for this indicator? 
 
Determining the availability of dental providers to children ages 3 to 5 could be 
included as part of the community resource mapping activities. Identifying these 
resources is essential to building the capacity of the community to meet the 
health needs of its children and families.2    
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F.  Children are free of smoking-related illnesses. 
1.  Number and percentage of children who live in households where no 

adults smoke (P) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of children ages 0 to 5 who live in households 
where no adults smoke.  The percentage is calculated by dividing the number of 
children who live in households where no adults smoke by the total population of 
children ages 0 to 5. 
 
Why is this indicator important? 
 

 
Children who watch adults smoke are more likely to smoke themselves.  
Children and adolescents who live in families with smokers are more likely to 
develop the habit themselves, further increasing their chances of developing 
serious health problems, such as heart disease, chronic lung disease, and 
cancer of the lungs, larynx, mouth, esophagus, pharynx, and bladder.11,12 
 

Inhalation of secondhand smoke is linked to health problems.  Twelve 
percent of children in California under age 18 live in a household where at least 
one adult smokes.3  Inhalation of secondhand smoke (also referred to as 
environmental tobacco smoke) increases children’s risk of developing 
pneumonia, bronchitis, and other lung diseases, and also puts children at an 
increased risk of asthma attacks and ear infections.4,7  Secondhand smoke is 
particularly harmful to young children and to children with asthma.1  Among 
children under 18 months of age, secondhand smoke is responsible for between 
150,000 and 300,000 lower respiratory tract infections, resulting in 7,500 to 
15,000 hospitalizations, each year.1,7 

Who else currently uses this indicator? 
 

  

 
The State Tobacco Activities Tracking and Evaluation (STATE) System of the 
Centers for Disease Control and Prevention also includes recent state-level 

The U.S. Department of Health and Human Services reports a similar indicator: 
the percentage of children ages 6 and under who live in a house where someone 
smokes inside the house at least four days a week.  These data are available 
through the Healthy People 2010 initiative and can be found online.8  The Child 
Trends DataBank tracks parental smoking.7 

The Centers for Disease Control and Prevention collect state-level estimates of 
children’s exposure to secondhand smoke.  These data can be found in State-
Specific Prevalence of Cigarette Smoking Among Adults and Children’s and 
Adolescents’ Exposure to Environmental Tobacco Smoke, United States, 1996, 
available online.3 
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estimates of tobacco use and is available online.2  However, STATE does not 
track children’s exposure to cigarette smoke. 
 
What are the possible sources of data for this indicator? 
 
Data can be collected by surveying a representative sample of parents in the 
target population. 
 

 

The National Longitudinal Study of Adolescent Health (Add Health) surveys 
parents about the number of smokers in the household.10  Add Health data can 
be broken down into four regions (northeast, south, midwest, and west). 

Are there any key issues or concerns about the use of this indicator? 
 

Cultural issues: • 

 

In 2000, 27 percent of white non-Hispanic parents reported being current 
smokers, compared with 23 percent of black non-Hispanic parents, 18 percent of  
Hispanic parents, and 19 percent of parents from other racial backgrounds.6 

Among pregnant women, 20 percent of American Indian and Alaska Native 
women reported smoking, followed by 16 percent of white non-Hispanic women, 
9 percent of black non-Hispanic women, 4 percent of Hispanic women, and 3 
percent of Asian or Pacific Islander women.5,9  When possible, data should be 
disaggregated by ethnic group. 
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F.  Children are free of smoking-related illnesses. 
2.  Number and percentage of women who did not smoke during 

pregnancy (P) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 

 

This indicator refers to the “number of women having live births reporting 
abstaining from cigarette smoking during pregnancy” (the definition used by 
Healthy People 2010 from National Vital Statistics data).15  The percentage is 
calculated by dividing the number of women who did not smoke during 
pregnancy by the total number of women giving birth (live and stillborn). 

Why is this indicator important? 
 
There are well-documented health risks associated with smoking.  In 
addition to an increased risk of lung cancer, heart disease, and respiratory 
illnesses, for instance, women who smoke also have higher rates of reproductive 
problems, such as delayed conception, infertility, and ectopic pregnancy.
 
Prenatal exposure to tobacco is associated with several negative impacts.  
Cigarette smoking during pregnancy has been shown to increase the risk of 
mortality and morbidity in infants.
an increased risk of spontaneous abortion, stillbirth, neonatal death (within 28 
days of birth), and sudden infant death syndrome (SIDS).
to tobacco also increases the risk of small-for-gestational-age birth, preterm 
delivery, and decreased birth weight, all of which are associated with a host of 
other health and developmental problems (see indicators A2, A3, A4).2,3,10  The 
association between cigarette smoking and decreased birth weight is a robust 
finding across many independent studies, several of which are cited in a major 
report by the Surgeon General. ons listed above, the risk 
increases with the number of cigarettes smoked daily.
 

 

2   

2  Prenatal exposure to cigarette smoke causes 

2,3,11  Prenatal exposure 

2  For many of the conditi
2 

Evidence suggests that prenatal exposure to cigarette smoke may also 
affect children’s cognitive and language abilities.  For example, in a short-
term study, toddlers (median age of 19 months) whose mothers smoked during 
pregnancy had lower scores on a well-standardized infant developmental 
assessment (Bayley Scale) than toddlers whose mothers did not smoke.12  
Another study found that at 1, 2, and 3 years of age, there were persistent effects 
of prenatal exposure to cigarettes, such as lower cognition and language 
scores.7  Other long-term studies have found that children with prenatal cigarette 
exposure perform more poorly than their nonexposed peers on tests of 
intelligence, verbal learning, and memory at ages 4 to 7 years and even at 10 
years.4,8  Prenatal cigarette exposure also may be associated with lower reading 
scores at ages 9 to 12 years.6 
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Studies have shown that women smokers who stop smoking when they 
become pregnant can improve the health and birth outcomes of their 
infants.  In one population-based prospective study, the mean birth weight and 
rate of perinatal morbidity of the infants of mothers who quit smoking during 
pregnancy were similar to those of nonsmokers.1  This finding highlights the 
critical importance of targeting smoking cessation programs to pregnant women 
and women of childbearing age (see indicator D4). 
 
Who else currently uses this indicator? 

 

 
National efforts have used this indicator to monitor children’s health and, more 
recently, the school readiness of children.  Increasing the percentage of women 
who abstain from cigarette smoking while they are pregnant is one of the health 
indicators of Healthy People 2010. 

What are the possible sources of data for this indicator? 
 
Data can be collected from records or directly from mothers.  Data on smoking 
during pregnancy are recorded on birth certificates (1989 revision).  For most 
states, these data are provided to the National Center for Health Statistics 
(NCHS) through the Vital Statistics Cooperative Program.  Unfortunately, 
California does not provide data to this program.
could be compiled by surveying mothers about their tobacco use during 
pregnancy or at the hospital after the delivery of their baby.   
 

2  Data on this indicator also 

Are there any key issues or concerns about the use of this indicator? 
 
• 

 

• Sensitivity to change: 

 

Reliability/Validity: 
The reliability of self-reporting of cigarette smoking during pregnancy may be 
called into question, since studies have shown that some pregnant women 
conceal their smoking from clinicians.5,9  Accurate assessment of smoking may 
require objective measures, such as testing the cotinine (a byproduct of nicotine) 
levels in the mother’s blood or urine. 

Women who smoke cigarettes may have an increased likelihood of also using 
alcohol and/or illicit drugs, which makes it difficult to determine the precise effects 
of prenatal cigarette exposure on their children’s birth and developmental 
outcomes (see indicator A5).16  
 

The rate of smoking during pregnancy declined steadily over the past decade.2  
In 1989, the mothers of 19.5 percent of live births reported smoking during 
pregnancy.  In 1998, only 12.9 percent reported doing so.  
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Cultural issues:  • 

 

Rates of smoking during pregnancy are consistently higher among white mothers 
than among black and Hispanic mothers.14  For instance, data from the National 
Pregnancy and Health Survey, conducted in 1992-1993, indicate that while 24.4 
percent of white women reported they had smoked cigarettes during their 
pregnancies, only 19.8 percent of black women and 5.8 percent of Hispanic 
women reported having done so.14  It has been shown that the rates of smoking 
during the 12 months prior to delivery are similar for American Indian and white 
women.13 
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F.  Children are free of smoking-related illness. 
3.  Number and percentage of children 0 to 5 years of age who have 

asthma (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of children 0 to 5 years of age who have ever 
been diagnosed by a doctor or other health professional as having asthma or 
who have had an episode of asthma or an asthma attack within the past 12 
months.  The percentage is calculated by dividing the number of children 0 to 5 
years of age who have asthma by the total population of children 0 to 5 years of 
age. 
 
Why is this indicator important? 
 

 

 

 
Although many elements can trigger an asthma attack, most problems can 
be avoided if the disease is managed properly.  Episodes of asthma can be 
caused by “attack triggers” like cigarette smoke; allergens such as pollen, mold, 
animal dander, feathers, dust, food, and cockroaches; respiratory infections and 
colds; and exposure to cold air or sudden temperature change.
exercise can also trigger asthma attacks, but if asthma is properly controlled, 

Asthma is the most common chronic illness affecting children.2  In 2001, 
9.6 percent of children ages 0 to 17 suffered from asthma in California.21  In 
2000, 5.5 percent, or almost 5 million, of children in America suffered from 
asthma,5,9 including about 5 percent of children under age 5.11  Furthermore, 
between 1980 and 1994, the prevalence of asthma increased by 160 percent in 
children under age 4.5,19  Although most cases of childhood asthma are mild or 
moderate, with symptoms such as coughing, chest tightness, shortness of 
breath, and wheezing,1,19 asthma can cause serious and sometimes life-
threatening health risks when it is not controlled.3 

Asthma can have negative effects on school performance.  Asthma is a 
leading cause of hospitalization for children under age 15 and leads to 10 million 
days of missed school each year.13  In addition, this condition can negatively 
affect children’s performance in school because of visits to doctors during school 
hours, lack of concentration while at school because of nighttime attacks, and 
decreased attentiveness or involvement at school because of the side effects of 
some medications.4,14,19 

Children’s asthma also affects parents.  Children who suffer from asthma may 
cause their parents to miss work,10 and childhood asthma has been linked to 
reduced parental employment among single parents.17  Furthermore, increased 
severity of children’s asthma is associated with increased emotional stress for 
parents.16 

3  Vigorous 
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most children who suffer from the disease can fully participate in physical 
activities.
 

2  

Who else currently uses this indicator? 
 
This indicator is measured and tracked over time in several national sources, 
including: America’s Children: Key National Indicators of Well-Being 2001; the 
Child Trends DataBank: Asthma9; the Sustainable Measures Indicators 
Database Trends in the Well-Being of America’s Children and Youth

 

18; and .20  
 
New York and Rhode Island are examples of two states that collect data on the 
asthma hospitalization rate for children. 

What are the possible sources of data for this indicator? 
 
Communities that wish to gather this indicator can examine administrative 
records such as health care provider records and school health records, which 
often contain such information.  In addition, parent surveys and interviews can be 
used to gather this information.   
 

 

 

Data on this indicator are collected in the 1997-2001 National Health Interview 
Surveys (NHIS), which can be found online.15 

The number and percentage of children 0 to 5 years of age who have asthma are 
included in the 2001 California Health Interview Survey, conducted by the 
University of California, Los Angeles (UCLA) Center for Health Policy Research.  
This information can be found online.7 

Are there any key issues or concerns about the use of this indicator? 
 
• Sensitivity to change: 

 

Asthma can be controlled with proper treatment and medication.5  Treatment is 
most successful when children have regular health care and can afford 
treatment.6  Proper treatment of asthma requires limiting exposure to factors that 
cause asthma episodes, properly using medication to control the disease, 
monitoring the disease using objective measures of lung function, and educating 
asthma patients so that they can participate in their own care.19  Also, according 
to a study conducted in Sweden in 2001, children exposed to environmental 
tobacco smoke (see indicator F1) are more likely to develop asthma than 
children who are not so exposed (7.6 percent of exposed children versus 5.9 
percent of never-exposed children develop asthma).12  This suggests that 
reducing the number of children who are regularly exposed to environmental 
tobacco smoke may also reduce cases of asthma. 
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• 

 
In research conducted by UCLA, investigators indicated that American Indians 
and Alaska natives manifested the highest rates of asthma in California, with a 
ratio of one in four children (27.8%); the rate for African Americans was 18.4%; 
Latinos/Hispanics, 15.1%; and Asians, 13.1%.  At the time of the study there 
were no significant findings for Native Hawaiians and other Pacific Islanders, 
because their sample was not representative enough.6 

• Other: 

 

 

Cultural issues: 
In 1995, blacks of all ages were more than twice as likely to die of asthma than 
whites.5  In the same year, blacks were also 3.5 times more likely to visit 
emergency rooms for treatment for asthma-related conditions than whites.5  
Black non-Hispanic children have the highest prevalence of asthma (7.8 percent 
in 2000), compared with white non-Hispanic children (5.4 percent in 2000), 
Hispanic children (4.2 percent in 2000), and children of other races (5.6 percent 
in 2000).9 

 

Among all children under age 18, asthma is more common among boys than it is 
among girls.  In 2000, 6.6 percent of males had asthma, compared with 4.4 
percent of females.9 

Children living in families with incomes below the poverty line are more likely to 
suffer from asthma than are children from higher-income families.9,11  In 2000, 
7.2 percent of children living below the poverty line had asthma, compared with 
5.4 percent of children living at or above the poverty line.9  

Before 1997, NHIS collected data on this indicator by asking respondents to 
identify anyone in the house who had had asthma within the past 12 months.  
The question was changed in 1997, however, and split into two parts.  
Respondents are now asked whether or not a doctor or health professional has 
ever told them that their child has asthma, and also whether or not their child had 
an episode of asthma or an asthma attack within the past 12 months.  The new 
wording is more specific, measuring only children who have been diagnosed by a 
physician, and results in lower reported rates of asthma prevalence.8  This 
difference in wording must be accounted for when comparing pre-1997 with post-
1997 data. 
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F.  Children are free of smoking-related illnesses. 

 

4.  Number and percentage of adults who participate in smoking-
cessation programs and who live with children 0 to 5 (P) 

Category: Performance measure 

What is the definition of this indicator? 
 
This indicator refers to the number of adults who participate in smoking-cessation 
programs in a given period (e.g., a year) and who live with children ages 0 to 5.  
The percentage is calculated by dividing this number by the total number of 
adults who smoke and who live with children ages 0 to 5. 
 
Why is this indicator important? 
 

 

 

 
When both parents smoke, programs should take this into account.  
Programs that focus on both parents, rather than just the mother, appear to be 
more effective.  Smoking-cessation programs in which expectant fathers 
participated along with expectant mothers resulted in more pregnant women 

Exposure to the secondhand smoke of adult smokers is related to 
numerous health problems in children.2,8  Forty-three percent of children from 
age 2 months to 11 years old live in a home with at least one smoker, making 
them likely to be exposed to secondhand smoke.2,8  Children who breathe 
secondhand smoke are more likely to suffer from pneumonia, bronchitis, and 
other lung diseases, as well as have more asthma attacks and ear infections.2,8  
Prenatal exposure to tobacco is associated with decreased birth weight,3 and 
infant death through sudden infant death syndrome, stillbirth, and spontaneous 
abortion.3,4,15  Prenatal exposure to cigarette smoke may also affect children’s 
cognitive and language abilities.6,10,11  Women who stop smoking when they 
become pregnant can improve the health and birth outcomes of their infants, 
compared with women who continue to smoke during pregnancy.1  (See 
indicators F1 through F4.)  

Increased participation in smoking cessation programs may result in fewer 
children being exposed to secondhand smoke.  Participation in a smoking-
cessation program is associated with successfully quitting smoking.7,18  Twenty-
three percent of adults who participate in smoking-cessation programs succeed 
in quitting.9  Moreover, individuals who are heavier smokers and who have made 
several unsuccessful individual attempts at quitting may benefit especially from 
participation in a cessation program.9,18  

Cessation programs may also be particularly effective for persons living 
with young children.  Expectant parents and parents of young children tend to 
be more motivated to quit and more successful at quitting because they are 
concerned about the potential health risks to their children (e.g., asthma and 
setting a bad example).5,12,16    
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quitting smoking than programs in which only the pregnant women 
participated.
 

12,13  

Who else currently uses this indicator? 
 

 

The use of this indicator by others is unknown.  However, several evaluations 
and studies have documented who uses smoking-cessation programs.16,18 

What are the possible sources of data for this indicator? 
 
Smoking-cessation programs are the best source of data.  This indicator is meant 
to provide information on whether smoking-cessation programs are serving the 
number and types of families they intend to serve.  Most smoking-cessation 
programs track information on their participants to report to funding agencies, 
health insurance companies, and/or health management organizations.  
Standard information collected includes the number of participants they serve 
and demographic information such as ethnicity, age, and gender.  Whether 
participants have children under the age of 5 is not typically collected and would 
therefore need to be added to routine intake information. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Cultural issues:   

Disaggregating data by ethnicity could provide information on the extent 
smoking-cessation programs are serving various groups within a given 
community.  This may suggest the need to develop or expand programs to meet 
the needs of various groups. 

White smokers smoke more cigarettes and have more health-related problems 
than do members of other groups.17  Hispanics smokers smoke fewer cigarettes 
per day than do non-Hispanic smokers and are more likely to report being ready 
to quit.14  Black smokers have expressed the greatest desire to quit.17  Hispanic 
and Asian smokers are more likely to want to quit so that they will not expose 
their children to second-hand smoke.17 
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F.  Children are free of smoking-related illnesses.   

 

5.  Availability of smoking-cessation programs for pregnant women, 
their partners, and parents of young children (ratio of programs to 
adults in the community) (C) 

Category: Structural measure 

What is the definition of this indicator? 
 
This indicator measures the availability of smoking-cessation programs in the 
community that serve pregnant women, their partners, and adults with children 
age 0 to 5 years.  The indicator is the number of programs in a community per 
1000 adults living in that community. 
 
Why is this indicator important? 
 

 

Having an adequate supply of smoking-cessation programs available to 
parents will aid communities in ensuring that children are living in smoke-
free environments.  In addition to well-documented health risks associated with 
smoking (e.g., increased risk of lung cancer, heart disease, respiratory illnesses), 
women who smoke have higher rates of reproductive problems than do women 
who do not smoke.2  Prenatal exposure to tobacco is associated with decreased 
birth weight, and with infant death through sudden infant death syndrome, 
stillbirth, and spontaneous abortion.2,3,8  Prenatal exposure to cigarette smoke 
may also affect children’s cognitive and language abilities.4-6   Women who stop 
smoking when they become pregnant can improve the health and birth outcomes 
of their infants.1  (See indicators F1 through F4.)  Collecting these data could 
help communities to assess whether a shortage of smoking-cessation programs 
is an issue that might be addressed in their strategic plans.  

What are the possible sources of data for this indicator? 
 
Determining the availability of smoking-cessation programs could be included as 
part of the community resource mapping activities.  Identifying these resources is 
essential to building the capacity of the community to meet the health needs of its 
children and families.7 
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G.  Children have access to high-quality early care and education. 
1. Number of licensed center child-care spaces per 100 children (C) 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of spaces in licensed child care centers per 
100 children 0 to 5 years of age (excluding those enrolled in kindergarten).  
Center-based care includes a range of nonhome-based care, including child care 
centers, nursery schools, preschools, prekindergartens, early interventions, 
center-based Head Start programs, and other licensed early childhood care and 
education programs serving this age group.  This indicator involves creating a 
ratio of spaces in licensed centers in relation to the number of children 0 to 5 
years of age (excluding those enrolled in kindergarten).  The State of California 
defines “child-care center” as a facility other than a family day care home in 
which less than 24-hour per day nonmedical supervision is provided for children 
in a group setting.3  This indicator does not include “family day care homes,” 
which are defined as facilities providing “care, protection and supervision of 
children, in the caregiver's own home, for periods of less than 24 hours per day, 
while the parents or authorized representatives are away”.
 

3  

Why is this indicator important? 
 

 

 

Childcare outside the home is widespread.  A majority of children ages 0 to 6 
years of age (excluding those enrolled in kindergarten) are in some type of 
regular, nonparental child care.  In 2001, 61 percent of children 0 to 6 years of 
age (excluding those enrolled in kindergarten) participated in some form of child 
care and 34 percent received care in a center-based program.8 

The demand for child care is growing.  Maternal employment rates are 
increasing, in part because of policies such as the Personal Responsibility and 
Work Opportunity Reconciliation Act (PRWORA) of 1996, which requires mothers 
receiving welfare (including mothers of very young children) to fulfill work 
requirements.  However, the availability of center-based child care varies locally, 
including within California.9  With a growing majority of young children in child 
care, the number of spaces available becomes increasingly important.  Use of 
center-based child care is also growing among mothers who are not in the labor 
force.8 

High-quality child care can be associated with many positive outcomes. 
Although the quality of care and the child-caregiver relationship are most strongly 
associated with beneficial developmental outcomes (regardless of type of care), 
there is some evidence that participation in center-based care is associated with 
advances in cognitive development.  One study found participation in center care 
to be associated with higher scores on measures of language development and 
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cognitive school readiness.13,14  The association between participation in high-
quality center-based care and cognitive development has also been found in a 
sample of children from families receiving welfare.11 
 

 

Licensed care is not synonymous with quality care.  This indicator measures 
the maximum capacity and potential availability of licensed child care centers.  It 
does not measure quality or other aspects of licensed center-based care. (See 
indicators G7, G8, G9, G12, G13, G14, and G16 for quality-related indicators.)  
Minimum licensing requirements are aimed at the safety of children in child care.  
However, some studies have found violations, including safety hazards, in 
licensed child-care facilities. 15,17  

Who else currently uses this indicator? 
 
Many national and state efforts use similar indicators. Iowa’s Department of 
Human Services is an example of a state agency that collects information on the 
number of spaces in licensed or registered child-care facilities potentially 
available for children ages 0 to 13 years.  In addition, Minnesota, Missouri, 
Rhode Island, and Vermont are examples of states that currently track child-care 
spaces.  None of these states, however, differentiates between center care and 
family care. 
 

 

State-based information related to this indicator is also tracked by the National 
Child Care Information Center. The California Child Care Resource & Referral 
Network also tracks data involving this indicator in the 2001 California Child Care 
Portfolio.1 

What are the possible sources of data for this indicator? 
 

 

Child-care resource and referral agencies are a potential data source.  The 
California Child Care Resource & Referral Network produces a report every 2 
years with detailed information about child-care availability on the state and 
county levels.2  In addition, the National Association of Child Care Resource and 
Referral Agencies has new data collection procedures and software for uniform 
collection of supply data nationally, although the system is still being 
implemented and tested.  

Data can be collected directly from child care centers or records.  Spaces in 
licensed center-based facilities for children 0 to 5 years of age (excluding those 
enrolled in kindergarten) could be collected annually from all licensed center-
based child-care facilities.   
 
The Early Childhood Longitudinal Study-Kindergarten Cohort (ECLS-K) and the 
National Household Education Survey (NHES) collect information concerning the 
number of children in child care, although they do not address the number of 
licensed child-care spaces available. 
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Are there any key issues or concerns about the use of this indicator? 
 
• 
Information for this indicator is likely to be collected by the program, which will be 
subject to changes in funding.  Changes in funding may cause fluctuations in 
space availability and the ability of centers to accurately report the number of 
spaces they have available at a certain point in time.   

• 
The type of care chosen by families varies by the race and ethnicity of the family. 
In 1997, 30 percent of black families and 24 percent of white families used center 
care, compared with 10 percent of Hispanic families.
discrepancies by race and ethnicity among ethnic groups appear in the care of 
infant and toddlers.  

For this indicator to be effective in identifying spaces for children of all cultures to 
receive high-quality early care and education, the licensing requirements should 
include demonstrated cross-cultural understanding a staff that includes a 
representative number of bilingual/bicultural providers. 

 

 
• 

Reliability/Validity: 

 
Cultural issues: 

4,7  The largest 

  
Some studies have found that the association of center-based care and cognitive 
development differ by the race and ethnicity of the child and socioeconomic 
status of the child’s family.  In two studies, center-based care was associated 
with greater gains in language development for children of color than for white 
children.1,10  Findings about the relationships among the type of care, a child’s 
cognitive development, and family socioeconomic status are more mixed, with 
one study finding no differences6 and another finding that center-based care 
benefits the cognitive development of low-income children.5  
 

 
According to the Child Care Law Center: 

For low-income families eligible for subsidies who are not connected to the 
welfare system (those at 75 percent of state median income or $35,100 for a 
family of 3), state and federal funds currently available are far from sufficient.  
More than 280,000 eligible families are on waiting lists.  Current budget 
proposals focus on the inequity between those low-income families connected to 
the welfare system and those who are not.  However, in reality only families in 
the upper income brackets can afford to pay the full cost of quality child care.16 

Other:  
This indicator may not completely reflect access to licensed center-based child 
care for certain groups, given that low-income families may be unable to afford 
the cost of more expensive child care centers.12  Conversely, families with 
incomes at the middle and higher end of the economic distribution may not have 
access to high-quality child care that is geared toward at-risk populations, such 
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as Head Start and other early intervention programs.  In addition, this indicator 
will not reflect local variations in demand. 
 
To track this indicator over time, a specified time period should be included in this 
indicator. 
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2 As calculated here, care in a home includes care by a relative or nonrelative and is not 
necessarily in the provider’s home. 

G.  Children have access to high-quality early care and education. 
2.  Number of licensed family child-care slots per 100 children (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of children aged 0 to 5 (excluding those 
enrolled in kindergarten) who can be accommodated in state-licensed, family 
child-care homes.  The State of California defines “family child-care home” as 
providing “care, protection and supervision of children, in the caregiver's own 
home, for periods of less than 24 hours per day, while the parents or authorized 
representatives are away.”4  This definition includes small and large family day-
care homes, which are differentiated by the maximum number of children they 
can serve on the basis of their staffing numbers and the ages of the children.4 
 
Although “family child care” can include a range of home-based care, for the 
purposes of this indicator it refers to paid care for multiple children from different 
families in the provider’s home.  This definition covers the type of home-based 
care that can be licensed in California.  Other types of home-based child care 
that are license-exempt in California include in-home care, home-care providers, 
and relative care.2,4  “In-home care” refers to situations in which a child is cared 
for by someone (e.g., relative, neighbor, nanny) in the child’s own home.  “Home 
care providers” provide child care in their homes, but only for their own children 
and children from one other family.  In “relative care” a child is in “any 
arrangement for the receiving and care of children by a relative.”4   
 
Nor does family child care include child care centers, nursery schools, 
preschools, prekindergartens, early interventions, center-based Head Start 
programs, and other early childhood care and education programs serving this 
age group in nonhome-based facilities.  A similar definition is used in child-care 
research.12 
 
This indicator involves creating a ratio of available spaces in licensed family care 
homes per 100 children ages 0 to 5 (excluding those enrolled in kindergarten). 
 
Why is this indicator important? 
 
Child care outside the home is widespread.  A majority of children aged 0 to 6 
years (excluding those enrolled in kindergarten) are in some type of regular, 
nonparental child care.6,10,11  In 2001, 61 percent of children aged 0 to 6 
participated in some form of nonparental child care, and 39 percent received care 
in a home.5,2   
 

                                                 



 

Licensed care is not synonymous with quality care.7  This indicator measures 
the maximum capacity and potential availability of licensed family-care homes.  It 
does not measure quality or other aspects of licensed center-based care. (See 
indicators G7, G8, G9, G12, G13, G14, and G16 for quality-related indicators.)  
Minimum licensing requirements are aimed at the safety of children in child care. 
 
However, licensed family child care tends to be higher in quality than 
nonlicensed family child care.8,14  One study found that family child-care 
providers who were licensed were more likely to offer sensitive and responsive 
caregiving.  In addition, being licensed was a better indicator of quality in this 
study than was having the appropriate child-caregiver ratio, group size, or age 
combination of children.  The researchers concluded that “the single best 
indicator of quality in family child care is the provider’s regulatory status.”8  
Another study also found that family child-care providers who offered higher 
quality care were more likely to be licensed.14 
 
High-quality child care is associated with many positive outcomes.11-13  
Although there is some evidence that participation in center-based care is 
associated with better cognitive development in children,9,12,13,16 the National 
Institute of Child  Health and Development (NICHD) Study of Early Child Care 
also found that children who had been in family-based care before age 3 
performed better on cognitive and language measures than their peers in other 
types of care before age 3.12 
 
Who else currently uses this indicator? 
 
Many national and state efforts track similar indicators.  
 
The Children's Foundation produces a report on licensed family child-care homes 
annually.15 The California Child Care Resource & Referral Network tracks this 
indicator in the 2001 California Child Care Portfolio.1  Iowa’s Department of 
Human Services is an example of a state department that collects information on 
the number of spaces in licensed or registered child-care facilities potentially 
available for children ages 0 to 13.  In addition, Minnesota, Missouri, Rhode 
Island, and Vermont are examples of states that currently track child-care 
spaces.  None of these states, however, differentiates between center care and 
family care. 
 
What are the possible sources of data for this indicator? 
  
California-specific data are available at the state and county levels.  The number 
of slots in licensed family care homes is collected every 2 years by the California 
Child Care Resource & Referral Network.3  The Network produces a report, the 
California Child Care Portfolio, that gives statewide and county-level information 
on family child-care slots. 
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G.  Children have access to high-quality early care and education.   
3. Number of Head Start slots per 100 low-income children (C) 
Category: Outcome measure 
 

What is the definition of this indicator? 
 
This indicator refers to the total number of children who can be accommodated 
by Head Start facilities for every 100 low-income children in the appropriate age 
range.  The indicator should be calculated separately for two age ranges, 0 to 2 
and 3 to 5 (excluding those enrolled in kindergarten).  Early Head Start (which 
covers children ages 0 to 2) is currently expanding, and the number of slots in 
this age range may be substantially higher than for older preschool age children. 
 
Why is this indicator important? 
 
In general, Head Start programs provide good quality care.  A study of the 
quality of Head Start and its impacts on children’s development found that, on 
average, Head Start programs across the nation provide “good quality range on a 
frequently used measure of the quality of the child care environment.”6  Head 
Start scores in that study were higher than comparable scores of other types of 
child care in other large-scale studies.  For example, another study found the 
quality of center care to be, on average, only minimal to good.16 
 
High-quality child care is associated with positive developmental outcomes 
for children.  Positive outcomes include language and general cognitive 
development,2,5,13,15 and behavioral development.9,10,14  Moreover, some studies 
have shown that poor children and children of color may benefit more in regard to 
language and cognitive outcomes compared with children from higher income 
families.1,8  Thus, Head Start programs may be particularly important to the 
cognitive and behavioral development of the low-income children they target.  
Furthermore, low-income children are more likely to have health issues and 
developmental disabilities, and Head Start’s comprehensive services can help 
identify and treat such problems. 
 
Head Start programs have been shown to increase positive outcomes for 
participating children.  One study found that the top 25 percent of children who 
attended Head Start classrooms had language and math scores within the 
nationally normative range.  In addition, Head Start children also had significant 
growth in vocabulary comprehension and improved social skills over the course 
of the school year.  However, they showed no gains in letter knowledge, book 
appreciation, and behavior problems.17 
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Who else currently uses this indicator? 
 
To date, it does not appear that any other group is publicly reporting on this 
specific indicator.   
 
What are the possible sources of data for this indicator? 
 
Head Start Regional Offices have information on Head Start slots in individual 
programs, regions, states, counties, and localities.  This information may need to 
be aggregated up to the county level.  Data from the U.S. Census can be used to 
obtain the total number of children ages 0 to 2 and 3 to 5 (excluding those 
enrolled in kindergarten), or the number of children in these age ranges in low-
income families, by county.  Furthermore, information can be obtained from the 
California Head Start State Collaboration Office4 (and the California Head Start 
Association).3 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Sensitivity to change: 
This indicator could change if funding increases allow for more Head Start 
eligible children to be served.  Ohio, for example, uses state funds to increase 
the proportion of Head Start eligible children in Head Start programs.  
 
• Cultural issues: 
Head Start serves a diverse population (29.8 percent Hispanic, 33.8 percent 
black, and 29.9 percent white).11  Minority children appear to benefit more from 
high-quality child care7,12 suggesting the particular importance of Head Start for 
these children.  When possible, data should be disaggregated by racial and 
ethnic groups. 
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G.  Children have access to high-quality early care and education.  
4.  Number and percentage of licensed center child-care spaces for 

children with special needs (C) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of child-care spaces in early childhood care 
and education facilities allocated for children with special needs (as defined by 
the Individuals with Disabilities Education Act, IDEA), who are ages 0 to 5 
(excluding those enrolled in kindergarten). ds identified by 
IDEA are autism, deaf-blindness, deafness, hearing impairment, mental 
retardation, multiple disabilities, orthopedic impairment, other health impairment, 
serious emotional disturbance, learning disability, speech or language 
impairment, traumatic brain injury, and visual impairment.  Early childhood care 
and education programs include a wide array of nonhome-based care, such as 
child care centers, nursery schools, preschools, prekindergartens, early 
interventions, Head Start programs, and other center care programs serving this 
age group.  The percentage is calculated by dividing the number of spaces for 
children with special needs by the number of total spaces.     
 

5  The 13 special nee

Why is this indicator important? 
 
Child care availability for children with special needs is problematic.  In 
1999, 61 percent of children under 4 were in regularly scheduled child care.
However, research has shown that children with special needs are less likely to 
be in child-care centers, begin child care at older ages, and are in child care 
fewer hours than children without special needs.2,4,13,16  Often, child-care centers 
do not have vacancies, or they may not provide the types of arrangements that 
parents want or need.7  These issues are amplified when trying to find child-care 
spaces for children with special needs.  Families of children with special needs 
often struggle to find appropriate child care.
 
Child care for children with special needs can lead to positive cognitive 
and developmental outcomes.  Children with special needs participating in 
high-quality child care scored higher on measures of adaptive behavior and had 
more advanced motor skills than a comparison group who received home 
care. care benefits children with special 
needs in many of the ways it benefits other children.8  High-quality child care 
provides a setting for developing peer interaction skills, bonds with adults, and 
language and other cognitive skills.14  In addition, formal child-care settings are a 
child’s initial encounter with a school-like environment.14  Research has shown 
that high-quality child care can enhance cognitive, emotional, and social 
development.
 

6,14  

17 

2,3,11  Research has shown that child 

10,14   
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High-quality child care for children with special needs also benefits 
families.8,9  Child care can give parents a break from the constant attention 
required to care for a child with special needs.1 
 
Who else currently uses this indicator? 
 
To date, no information specific to child-care spaces for children with special 
needs has been located.   
 

Several states collect data on child-care enrollment for children with special 
needs.  For example, Missouri collects data on children enrolled in different types 
of child-care programs and New York collects data on the percentage of children 
who are enrolled in special education.  
 

National surveys have tracked the use of child care by children with special 
needs.  The Early Childhood Longitudinal Study, Kindergarten Survey (ECLS-K) 
tracks parent reports of the number of children with special needs who used 
available child care, but does not examine the number of spaces available. 
 

What are the possible sources of data for this indicator? 
 

 

 

Data can be collected from licensed center care facilities on the number of slots 
available for children with special needs.  This indicator can focus on licensed 
center care, on all licensed care, or even more broadly on all forms of early care 
and education, including Head Start and Pre K.  Some early childhood programs 
are funded by sources (e.g., Head Start) that require a certain percentage of 
spaces to be set aside for children with special needs and consequently require 
programs to report on the populations they serve.5  

Data can be obtained from state and federal records.  Information on child-care 
facilities can be gathered from the Child Care Bureau, part of the U.S. 
Department of Health and Human Services.  In addition, each state has a Child 
Care Licensing Office that keeps records on licensed child-care facilities.  State 
Child Care Licensing Office contact information can be found online.15 
 
Child-care resource and referral agencies also may have this data.  The National 
Association of Child Care Resource and Referral agencies has developed a 
database that collects information on numbers and types of child-care slots.  This 
database is being pilot-tested by several counties in California. 

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
Although child-care spaces for children with special needs may be available,  
parents may not be able to access these services because of such factors as 
lack of transportation or problems in coordinating early interventions with child-
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care services.11,12  In addition, many children with special needs may participate 
in alternative care such as family or home-based care.  Finally, reports on the 
number of child-care slots available for children with special needs may vary in 
accuracy, depending on child-care providers' understanding of what is involved in 
serving children with special needs 
 
• 
Since the passage of the Americans with Disabilities Act of 1990, the number of 
child-care spaces available for children with special needs has increased.7  The 
Act’s requirement that group day-care centers cannot refuse admission because 
of disability has allowed greater access to child care for children with special 
needs.  However, all child-care facilities may not have the equipment and training 
necessary to accommodate children with special needs appropriately. 
 
• Cultural issues: 

 
• 

Sensitivity to change: 

One important issue for defining quality child care is how well child care reflects 
and recognizes the ethnic and cultural diversity of California’s families.  (See 
indicator G1.) 

Other:  
It may also be useful to track the percentage of centers with spaces for children 
with special needs as an indicator. 
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G.  Children have access to high-quality early care and education. 
5.  Number and percentage of children with special needs enrolled in 

Head Start (C) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the total number of children with special needs who are 
enrolled in Head Start.  The percentage can be calculated by dividing the total 
number of children with special needs who are enrolled in Head Start by the total 
number of children with special needs.   Head Start defines “disabled children” 
(also called “special needs children”) as “children with mental retardation, hearing 
impairments including deafness, speech or language impairments, visual 
impairments including blindness, serious emotional disturbance, orthopedic 
impairments, autism, traumatic brain injury, other health impairments or specific 
learning disabilities who, by reason thereof need special education and related 
services.  The term ‘children with disabilities’ for children aged 3 to 5, inclusive, 
may, at a State's discretion, include children experiencing developmental delays, 
as defined by the State and as measured by appropriate diagnostic instruments 
and procedures, in one or more of the following areas: physical development, 
cognitive development, communication development, social or emotional 
development, or adaptive development; and who, by reason thereof, need 
special education and related services.”

Note: This indicator refers to Head Start, rather than Early Head Start programs, 
and thus focuses on children 3 to 5 years of age (excluding those enrolled in 
kindergarten). 
 

7  
 

Why is this indicator important? 
 

 
Affordable quality child care is difficult to find for children with special 
needs.  Many child-care providers are unable or unwilling to enroll these children 
in their programs, provide logistical support such as transportation or adaptations 
of physical facilities, or find appropriately trained teachers to meet the children’s 

In addition to benefiting children without special needs,14,15 high-quality 
child care is associated with positive outcomes for children with special 
needs.13  For instance, two-and-a-half-year-old children with special needs in 
high-quality care were found to have more advanced motor development and 
higher adaptive behavior scores than children staying at home with their 
mothers.1,9  Studies have also found that higher quality care predicts better 
outcomes for the family as a whole, as well as for the child in care.4,8  
Intervention studies have found that short-term impacts on cognitive and social 
outcomes for children with special needs are most likely to occur when the 
interventions are structured and focused on the caregiver-child relationship, 
although this finding is moderated by the severity of the disability.5,16   
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needs. infants with special needs (e.g., 45 
percent in one multisite study) reported that they would have to forgo work to 
care for their children  because they could not afford child care. n, the 
cost of care for children with special needs was found to increase significantly as 
the severity of the child’s disability increased.17 
 

 
However, data regarding patterns of or quality of care used by special 
needs children are scarce.
that children with special needs enter formal child care at older ages (if they 
attend at all) and are more likely to be in the care of a relative (including fathers) 
than nondisabled children.
 

2,9  A large percentage of mothers of 

9  In additio

Low-income children, the population that Head Start was created to serve, 
are more likely than non-low-income children to have special needs.12  
Moreover, this pattern is especially pronounced when the child is of a minority 
ethnic group—the groups that comprise the majority of children in Head Start.11  
If those families who have the fewest resources to spend on care are the same 
families that are more likely to need the expensive care required for children with 
special needs, the provision of facilities and trained staff to serve disabled 
children’s needs in a national program would be particularly important. 

13  The little information that is available suggests 

1   

Who else currently uses this indicator? 
 

 

The Head Start Bureau of the U.S. Department of Health and Human Services 
(DHHS) tracks the number of special needs students that attend Head Start 
programs nationwide.  The 2002 Head Start Fact Sheet reports that 13 percent of 
total Head Start enrollment consists of children defined as disabled under the 
definition provided by the Performance Standards (see above for the full 
definition).6 

What are the possible sources of data for this indicator? 
 

To determine the value of this indicator as originally worded, it is only necessary 
to calculate 10 percent of the total population of children in Head Start programs 
for the geographical area being examined.  

Program-, grantee-, or state-level information on the number of special needs 
children enrolled in Head Start is not currently available for public use.  The data 
might be available on approval by Administration on Children Youth and Family 
(ACYF).  If so, the data can probably be obtained from the Head Start regional 
offices.  Individual states’ agencies, as well, might be able to provide these data.   
 

 
However, the number of special needs children actually being served by Head 
Start might be below 10 percent (i.e., if special needs children account for less 
than 10 percent of the total population of the area being examined, or if the given 
program is not meeting the contracted Performance Standards) or above 10 
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percent (i.e., the program chooses to take more than the minimum 10 percent).  
An alternative indicator could be the number and percentage of slots actually 
filled by children with special needs. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 

  

• Cultural issues: 

Reliability/Validity: 
The reliability of this indicator depends on the reliability with which young children 
with special needs are appropriately identified.  The figure will be problematic if 
developmental testing fails to identify the actual number and percentage of 
children with special needs enrolled in a Head Start program. 

Because Head Start sites are required to reserve at least 10 percent of their 
enrollment for children with special needs, the degree to which Head Start truly 
meets the needs of the community it serves depends on whether the enrolled 
Head Start population is in fact made up of 10 percent special needs children. 
 

Head Start serves a diverse population (29.77 percent Hispanic, 33.8 percent 
black, and 29.9 percent white).6  The fact that children without special needs 
from minority families show some indication of responding particularly strongly to 
higher quality child care3,10 suggests the potential importance of Head Start 
participation for children from minority families in general.  Furthermore, minority 
group children are overrepresented among low-income children with special 
needs.11 
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G.  Children have access to high-quality early care and education. 
6.  Number and percentage of early childhood education (ECE)/child-

care workers who are credentialed (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator can be defined as the number of early childhood educators or 
child-care workers in a given population who serve children 0 to 5 years of age 
(excluding those enrolled in kindergarten) who have been awarded a Child 
Development Associate (CDA) degree.  To earn this nationally recognized 
certification, a high school diploma, 120 hours of training in either ECE or child 
development, 480 hours of work experience, and current employment in a 
licensed care facility are required.  CDA concentrations are broken down by type 
of child care (i.e., center-based, for which candidates receive endorsements to 
work with infants and toddlers or preschool children; family child care; and home 
visitor [e.g., someone who works directly with the parent in the home]).

To calculate the percentage, the number of ECE/child-care workers who are 
credentialed is divided by the total number of child-care workers who serve 
children 0 to 5 years of age (excluding those enrolled in kindergarten) in the 
population of interest. 
 

4  
 

Why is this indicator important? 
 
The CDA certification requires a combination of course work and hands-on 
experience working with young children in a licensed facility.  The training 
required for CDA certification teaches child-care providers about developmental 
theory and about the more practical aspects of working with children, such as 
child health and safety, parent/teacher relationships, and professionalism. 
 

 

The CDA degree is aimed at providing the kind of background that 
supports the provision of higher quality child care.  Research finds that more 
specialized education and training in child development is associated with more 
sensitive caregiving in both center-based and family care and with better 
developmental outcomes for children.5-7,10,11  In the Florida Quality Improvement 
Study of center-based child care, children with CDA-credentialed teachers or with 
teachers with a Bachelor’s degree plus ECE training (BA plus ECE) had better 
cognitive and social developmental outcomes than children who had teachers 
with a high school degree.8  For instance, children with CDA-credentialed 
teachers initiated positive interactions with others more frequently and engaged 
in more complex peer play than children who had BA plus ECE teachers or than 
children who had teachers with a high school degree.  CDA-credentialed 
teachers were also rated as more sensitive than teachers with high school 
degrees (but not teachers with BA plus ECE).8 
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Most states, including California, list CDA certification as part of their 
licensing requirements for teachers in child-care centers.  However, states 
differ in whether they consider the CDA certification as sufficient training to 
qualify for a given teaching position (e.g., teacher’s assistant, teacher, director).  
For instance, in California, those with CDA certification can be considered fully 
qualified teachers only after they have further experience working with children 
beyond the CDA credential, whereas in Alabama those with a CDA and no other 
education or experience can be a child-care director.1,3,4 
 
Who else currently uses this indicator? 
 

 

Minnesota and Rhode Island are examples of states that have indicators that 
track the training of early childhood teachers.   
 

This indicator is monitored on both the national and state levels.  The Council for 
Professional Recognition4 currently tracks the number of CDA credentials that 
have been awarded.  However, the Council’s website lists only approximate 
numbers on a national level.  It is possible that more detailed information could 
be obtained directly from the Council. 

This indicator is tracked on the state level by the Department of Public Social 
Services. 
 

What are the possible sources of data for this indicator? 
 
Survey or interview data collected at the program level would be the most 
accurate way to collect information regarding staff members’ credentials.  In 
addition, having such data would make it possible to examine credentialing in 
relation to type of program. 
 

 

The National Household Education Survey (NHES) also examines teacher 
training, although it does not address credentialing directly.9  

Are there any key issues or concerns about the use of this indicator? 
 
• 
Research findings indicate an association between caregiver training and both 
the provision of higher quality and better child outcomes.  The research is limited, 
however, in the extent to which it focuses on the CDA in particular. 

• 
It is possible that providing incentives for child-care providers to obtain 
credentials could increase the number of credentialed ECE/child-care workers.  
An example of an incentive program used by some states is the Teacher 
Education and Compensation Helps (T.E.A.C.H) Early Childhood Project, which 
was started by the Child Care Services Association in North Carolina.  

Reliability/Validity: 

 
Sensitivity to change: 
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T.E.A.C.H. uses public and private funds to provide scholarships to center-based 
and family-based child-care providers to complete ECE course work, including 
obtaining CDA credentials.  When participants in T.E.A.C.H successfully 
complete the courses paid for by the scholarship, they receive a financial bonus 
(ranging from $100 to $700) or a raise (4 or 5 percent) and must remain in their 
current job for at least 6 months.2 
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G.  Children have access to high-quality early care and education.  
7.  Staff-to-child ratio in center-based facilities for children under age 2 

 

8.  Staff-to-child ratio in center-based facilities for children ages 2 to 5 
Category: Outcome measure 

What is the definition of this indicator? 
 

 
Different ratios are recommended, depending on the age of the child, with lower 
ratios recommended for younger children.  In California, licensed child-care 
center classrooms for children under 2 years of age are required to have, at a 
minimum, 1 adult for every 4 children.  Toddler classrooms (for children aged 18 
to 30 months) in preschool programs need one teacher or an aide supervised by 
a teacher for every 6 children, with no more than 12 children in a group.  
Licensed child-care center classrooms for children ages 2.5 to 5 years are 
required to have, at a minimum, 1 teacher for every 12 children.  However, if a 
classroom has both a teacher and a teacher’s aide, the ratio increases to 1 adult 
for every 15 children; in other words, a single teacher can have 12 students, but 
a teacher with a teacher’s aide can have 30 students.  Child development 
programs funded by the California Department of Education under Title 5 are 
required to have 1 adult (i.e., teacher, teacher’s assistant, or parent volunteer) for 
every 3 infants (birth to 18 months old), with at least 1 teacher for every 18 
infants; 1 adult for every 4 toddlers (18 to 36 months old), with at least 1 teacher 
for every 16 toddlers; and 1 adult for every 8 preschoolers (ages 36 months to 
kindergarten enrollment), with at least 1 teacher for every 24 preschoolers.
 

This indicator refers to the number of child-care providers in a classroom or 
group compared to the number of children in the classroom or group.   

3 

Why is this indicator important? 
 
Staff-to-child ratios are consistently one of the more sensitive indicators of 
quality care across care settings.  In fact, even minor changes in staff 
ratios and group sizes can affect the quality of care that young children 
receive. children is considered a “structural” 
characteristic of child care that is indirectly related to child outcomes through its 
influence on the “process” characteristics of child care (such as the providers’ 
interactions with the children).  Studies have found that when the ratio of staff to 
children is lower (i.e., fewer children per provider), providers are better able to 
give sensitive and stimulating care, and children appear less apathetic and 
distressed.  (e.g., Infant/Toddler Environment 
Rating Scale [ITERS] and Early Childhood Environment Rating Scale [ECERS]), 
higher quality care has been found to occur in child-care settings with lower staff-
to-child ratios.10 
 

8  The ratio of child-care providers to 

10  Using measures of overall quality

Ultimately, the quality of child care is important because it is related to 
children’s social and cognitive development.  High-quality care is generally 
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characterized by attentive and responsive child-care providers who provide 
cognitive and verbal stimulation for children and watch over their physical health 
and safety.  That level of care is related to better cognitive and social 
developmental outcomes in children from infancy to school entry, regardless of 
the type of child care.8  For instance, in the Cost, Quality, and Child Outcomes 
Study, children who attended high-quality child care centers showed better 
language, math, and general cognitive skills, and better peer relationships 
through second grade than did children in poor-quality care.9 
 
The ratio appears to be an important aspect of quality child care for both 
younger and older children.  For example, a study of children 14 months to 4.5 
years old found that staff-to-child ratios were related to the quality of caregiving 
children received, and that children who received better quality caregiving were 
more likely to be emotionally secure with their teachers and more competent with 
their peers. y caregiving in this study were 1 
provider for 4 or fewer toddlers (25 to 36 month olds) and 1 provider for 9 or 
fewer preschoolers (37 to 54 month olds).
 

 

6  The ratios related to better qualit

6 

Although lower staff-to-child ratios appear to benefit cognitive and social 
development, health and safety outcomes have been less widely examined, 
and findings to date are mixed.4 

Who else currently uses this indicator? 
 

Michigan is an example of a state that collects data on this indicator. 
 

The National Child Care Information Center tracks this indicator on both the 
national and state levels through its Information Management System Database.  
 

What are the possible sources of data for this indicator? 
 
This information can be collected by surveying center directors for the number of 
children and the number of providers per class.  In large counties, a random 
sample of centers could be conducted. 
 

 
This information has also been collected by national surveys, including the 
National Child-Care Survey old Education Survey.
 

The National Association for the Education of Young Children (NAEYC) uses this 
indicator as part of its criteria for accreditation. 

5 and the National Househ 1,2 

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
Direct observation in child-care center classrooms finds variation over the course 
of a day as children come and go, and also across days with variation in 
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attendance.  “Reported ratio” is an average across such variations.  Although 
less precise than observation, reported ratio is a widely accepted measure. 
 
• 

 
• 

Sensitivity to change: 
Because minimum ratios are determined by state licensing requirements, it is 
likely that those requirements have affected the staff-to-child ratios for child-care 
center classrooms. 

Other: 
It is important to remember that different ratios are recommended for different 
age groups.  The requirements for licensed child-care center classrooms in 
California are listed above.  The National Association for the Education of Young 
Children (NAEYC) recommends that for children 24 to 30 months old there be 1 
adult for every 6 children, with no more than 12 children in a group.  For children 
30 to 36 months old, NAEYC recommends 1 provider for every 7 children, with 
no more than 14 children in a group.  For 3-, 4-, and 5-year olds, NAEYC 
recommends 1 provider for every 10 children, with no more than 20 children in a 
group.7  Thus, California’s requirements are less strict (i.e., more children per 
adult) than those recommended by the NAEYC. 
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G.  Children have access to high-quality early care and education.  

 

9.  Number of accredited centers per 100 children (C) 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of child-care centers that have voluntarily met 
high-quality child-care guidelines, in comparison with the total population of 
children ages 0 to 5 (excluding those enrolled in kindergarten).  To calculate this 
indicator, the number of accredited centers for the population in question is 
divided by the total number of children ages 0 to 5 (excluding those enrolled in 
kindergarten). 
 

 
Note: The information provided here focuses on NAEYC accreditation because 
the NAEYC is the most well-known of the accrediting organizations.  However, 
other accrediting institutions could be included in the measurement of this 
indicator, including the National Early Childhood Program Accreditation 
(NECPA), the Council on Accreditation of Services for Children and Families 
(COA), and the National Accreditation Commission for Early Care and Education 
Programs (NACECEP).
 

Although organizations like the American Public Health Association (APHA) and 
the American Academy of Pediatrics (AAP) have compiled performance 
standards for child care, the term “accreditation” is usually linked to the standards 
of the National Association for the Education of Young Children (NAEYC).15  The 
NAEYC, which currently has the largest membership of all the organizations that 
accredit child-care centers,9 examines those centers for “developmentally 
appropriate” practices as determined by empirical research.  Well-specified 
criteria focus on such aspects of the care setting as teacher/child and 
teacher/family interactions, curriculum, staff qualifications and professional 
development, administration, staffing, health and safety, nutrition, and the 
method the center uses to carry out ongoing evaluation.  As of June 1, 2002, 
California had 573 accredited child-care centers.15 

9 

Why is this indicator important? 
 
The aspects of quality child care that the NAEYC accreditation process 
assesses are based on developmental theory and empirical evidence.  
Because NAEYC accreditation criteria are based in research, they closely match 
the aspects of child care that have been shown to predict better language skills 
and cognitive development,  behavioral and emotional 
adjustment in children. For example, research has found that more 
specialized training in child development for caregivers is associated with more 
sensitive caregiving in both center and family child care, and that more sensitive 
care is related to better child outcomes.5,6,10,19  NAEYC accreditation requires 
that teachers of young children have at least a Baccalaureate Degree in early 

1,2,12,21 as well as
4,5,13  
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childhood education/child development and 3 years of full-time teaching 
experience with young children.  Moreover, a person with a graduate degree in 
either early childhood education or child development must oversee educational 
aspects of the center as center director, education coordinator, or curriculum 
specialist.  As another example, lower child:caregiver ratios have consistently 
been found to predict more sensitive and stimulating caregiving behavior and 
higher quality care.  for child-caregiver ratios that are 
included in the requirements for NAEYC accreditation differ depending on the 
age of the child; the  younger the children, the fewer each caregiver should care 
for. 
 
Although NAEYC-accredited centers are more likely to provide high-quality 
care than non-NAEYC-accredited centers, NAEYC accreditation does not 
guarantee that children receive the best possible care. Accreditation by 
NAEYC involves meeting goals for specific aspects of child-care quality that are 
substantially above those set by state licensing standards, which aim only to 
establish a floor of quality.  However, a study of child-care centers in Northern 
California found that, although NAEYC-accredited centers were much more likely 
to provide high-quality care than non-NAEYC-accredited centers, almost 40 
percent of NAEYC-accredited centers offered only mediocre quality care.
 

 

1,7,19,25  The specifications

3,26  

26 

Because accredited centers are more likely to provide high-quality care, an 
increased number of accredited centers would provide greater opportunities for 
children to develop in more ideal conditions.  In addition, NAEYC guidelines 
generally exceed the minimum requirements dictated by state licensing 
standards.   

Who else currently uses this indicator? 
 

 

National efforts are tracking this indicator.  The Children’s Foundation24 tracks 
the number of accredited child-care centers annually.  The NAEYC also 
continually tracks the number of, and contact information for, accredited child-
care centers.16  The National Child Care Information Center tracks this indicator 
on both the national and state levels through its Information Management System 
Database. 
 
Several states track the number of accredited centers in their state.  Delaware, 
Missouri, New York, and Rhode Island are among the states that are tracking this 
indicator. 

What are the possible sources of data for this indicator? 
 
Information about NAEYC-accredited centers can be easily obtained from the 
NAEYC.  The number of accredited centers within a state and their contact 
information are available on the NAEYC website.
information can be calculated by using the NAEYC Accredited Program Search 

16  County- or city-level 
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web page, which produces lists with contact information for accredited centers by 
city, state, or zipcode. ch more costly and time-
consuming, a potentially more accurate way to collect this information would be 
to contact each program individually to assess accreditation status.  (See the 
Reliability/Validity section for more information.)  
 

14  Although it would be mu

Are there any key issues or concerns about the use of this indicator? 
 
• 

 

• 
Providing incentives for centers to become accredited is likely to influence this 
indicator.  Arizona, Connecticut, and Minnesota already have accreditation 
incentive programs.  Such programs offer higher reimbursement rates for 
accredited child care, quality enhancement grants and incentives for centers to 
attain and maintain accreditation, direct payments to accredited child-care 
providers, and/or funding priority for accredited providers.22  At least one study 
has found that offering higher reimbursement rates for accredited centers 
increased the number of accreditation applications.9  
 

Reliability/Validity: 
Basing this indicator solely on programs seeking NAEYC accreditation will not 
capture all those centers that are seeking accreditation, because there are other 
accrediting institutions.  However, NAEYC is the largest accrediting organization 
(i.e., from 1985 to 1995, NAEYC accredited an average of 380 centers per year, 
whereas NECPA accredited an average of 15 centers per year from 1992 to 
199517); thus using only NAEYC accreditation to estimate this indicator will be 
fairly accurate.  It is also important to note that the information on the NAEYC 
website is not always current, and that the NAEYC accreditation process can 
take a long time because of a shortage of personnel trained to evaluate and 
validate centers that have completed their self-studies. 

Part of the NAEYC accreditation process involves self-assessment, but final 
decisions for accreditation are based on assessments by NAEYC trained 
reviewers.  After the initial approval, the center must submit an annual report to 
the NAEYC and undergo reaccreditation every 3 years.  As with any judgment or 
rating of quality, questions about the reliability of the measurement can be raised.  
To date, NAEYC appears not to have reported reliability data for measurement of 
its accreditation criteria.  However, NAEYC is reviewing the accreditation system 
to improve its “credibility, reliability, and accountability.”8 
 

Sensitivity to change: 

Providing training and technical assistance to help centers that are working 
toward accreditation can increase the number of accredited centers.3  A study of 
centers in Northern California found that child-care centers that received 
intensive support during the accreditation process were more than twice as likely 
to become accredited than centers that received moderate support, and 10 times 
as likely to become accredited than centers receiving limited support.26  Intensive 
support included “on-site technical assistance from an early childhood 
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professional, custom-designed training for staff and directors, funds to cover 
release time for staff participating in training, and an ongoing facilitated support 
group for directors.”26 
 

Feasibility/burden: • 

• 

If other accrediting organizations are included in this indicator, data collection will 
be more complicated and time-consuming, because accessing data from some 
accrediting organizations is more difficult than accessing it from NAEYC.  
 

Other: 
There is a marked disparity between socioeconomic status and the use and 
availability of quality care.11,20  The supply of center-based and other care 
arrangements in low-income neighborhoods is low.18,23  Accredited centers’ 
greater expense  makes them less affordable for low-income families.  In 
addition, a large percentage of low-income working mothers work nonday shifts, 
which also limits the child-care options available to them. 
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G.  Children have access to high-quality early care and education.  
10.  Number and percentage of parents who are satisfied with the early 

childhood education (ECE)/child care for their children ages 0 to 5 
(excluding those in kindergarten)  (P) 

Category: Outcome measure 
 
What is the definition of this indicator? 
 
Parent satisfaction with ECE/child care can be measured globally (i.e., 
satisfaction with their overall child-care arrangement) or specifically (i.e., 
satisfaction with different aspects of care such as staff-child ratios, staff turnover, 
child-caregiver interaction/relationship, perception of social support provided to 
the parent by the care arrangement, and facility safety). 
 

 

Although most previous research has measured parental satisfaction globally, 
the reliability of this kind of measure has been questioned. (See the 
Reliability/Validity and Sensitivity to Change sections below for more 
information.) 

Why is this indicator important? 
 
The relationship between parental satisfaction with care and children’s 
access to high-quality care is not clear.9  The literature on parental 
satisfaction with child care is not extensive, and that research that has been done 
tends to be descriptive or to examine what predicts parents’ satisfaction with their 
child-care arrangements.2,9  Without a clear link between parental satisfaction 
and quality of care, it is difficult to know whether this indicator will provide 
valuable information. 
 
Although most parents report being satisfied with their child-care 
arrangements, the response varies with their socioeconomic status.
A national survey found that in 1990, 96 percent of parents were either “very 
satisfied” or “satisfied” with their current child-care arrangement, 3 percent were 
“not completely satisfied,” and only 1 percent was “dissatisfied.”  Low-income 
parents tend to be less satisfied with their child-care arrangements than nonlow-
income parents.6,10 
 

1,2,4,5,9  

Who else currently uses this indicator? 
  
To date, no national organizations or states track this indicator. 
 
What are the possible sources of data for this indicator? 
 
Data can be collected directly from parents.  Parents can be surveyed over the 
telephone or in their homes.  Most national surveys and empirical research 
measure parental satisfaction globally by asking parents to report if they are 
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“very satisfied,” “somewhat satisfied,” “somewhat dissatisfied,” or “very 
dissatisfied” with their child-care arrangement.
 

 

2 

Data and standard survey items are available from national sources.  The 
National Child Care Survey, 1990,5 the National Longitudinal Survey of Youth 
1979 (NLSY79), Round 19 Child Questionnaire, Child CAPI Supplement,8 and 
the School Readiness Parent Interview Survey of the National Household 
Education Survey 19997 include questions about parental satisfaction with child 
care. 

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
Parents who report satisfaction are not necessarily content, and some would 
prefer to change their arrangement.2,4,5  For example, 26 percent of parents in 
the National Child Care Survey said they would prefer a different kind of care if 
their options were limitless.5  Another study found that although 95 percent of 
parents reported being satisfied, 53 percent would have chosen another 
arrangement if other affordable, high-quality options had been available.4  Low-
income parents, in particular, are more likely to want to change their child-care 
arrangements even though they report being satisfied.  However, low-income 
families are also less likely to have a range of options from which to choose.
 
In addition, parent satisfaction is not necessarily a reliable measure of child-care 
“quality.”  In contrast to the consistent finding that parents are satisfied with their 
child-care arrangements, research has found that most child care is of only 
adequate or fair quality. se information that would 
help them determine the quality of an arrangement when they are making 
decisions about child care.1 
 

 

 

2,6,9 

11  Parents do not necessarily u

Methodological problems with global assessments of parental satisfaction make 
it unclear whether or not the degree of satisfaction is a reliable measure.9  Some 
have argued that parents may be unwilling to admit that they are dissatisfied with 
their child-care arrangements.5  In addition, parents who do not have or cannot 
afford other options may overemphasize the good aspects and underemphasize 
the bad aspects of their child-care arrangements, concluding that they are 
satisfied even though their conclusion might be different if they had other 
options.9  In particular, single-item measures of parental satisfaction have been 
found to have low reliability.3,9  

It is also possible that high satisfaction ratings are due to a self-selection 
process; if parents are really dissatisfied with their child-care arrangement, they 
will remove their child from that care.9 
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• Sensitivity to change: 
Levels of satisfaction are so high that it will be difficult to perceive change over 
time.  For this reason, it would be useful to question parents using a multi-item 
scale and/or to ask them whether they would like to change child-care 
arrangements. 
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G.  Children have access to high-quality early care and education.  

 

11.  Number of applications for child care center licenses submitted and 
approved (C) 

Category: Performance measure 

What is the definition of this indicator? 
 
This indicator refers to the total number of child-care centers that have submitted 
an application to their state’s individual child-care licensing procedures and have 
been approved to receive a state license to provide child care.  Note that states 
vary widely in their requirements for licensure, and licensing contains many 
components, ranging from aspects of teacher/director training, medical services 
provided to the children, hours of operation, and the physical requirements of the 
facilities.  Furthermore, enforcement of licensing varies from state to state.   
 
Why is this indicator important? 
 
Licensing child care provides a minimum level of quality.  Although licensing 
does not ensure high-quality care,16,19 it does certify that child-care centers meet 
minimum standards of health, safety, and program design. 
 

 

 

Although licensing is not intended to ensure high-quality care, research on 
the quality of child care has examined some components of licensing, such 
as teacher training and child-caregiver ratios, and has found that those 
components are associated with better quality care.14,15  Research has found 
that more specialized training in child development, which is often part of states’ 
licensing requirements for teachers in child care centers, is associated with more 
sensitive caregiving in both center and family care.4,5,7,14  Research also indicates 
that formal training is associated with better quality care, whereas experience 
limited to working with children, but without formal training, is not necessarily 
related to better quality care. 4,6,9,20  Similarly, child: caregiver ratios are usually 
regulated by state licensing of child care centers.  Research has found that better 
ratios (i.e., fewer children per adult) consistently predict more sensitive 
caregiving behavior.1,8,12,14 

Ultimately, the quality of care is important because it affects children.  
Participation in higher quality child care is associated with better language and 
general cognitive skills,1,2,10,15 as well as with better social development.3,4,11  If 
licensing requirements provide a floor of quality that supports child development, 
an increased number of licensed facilities would provide greater opportunities for 
children to develop in safe and appropriate child-care settings. 

Who else currently uses this indicator? 
 
California (through the California Department of Social Services) and New York 
collect data on this indicator. 
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In addition, the National Child Care Information Center of the U.S. Department of 
Health and Human Services’ Administration for Youth and Families (ACF) tracks 
the number of currently licensed child care centers for each state. 
 
What are the possible sources of data for this indicator? 
 

  
Are there any key issues or concerns about the use of this indicator?

Data for this indicator are best collected at the state level by contacting each 
state’s child-care licensing body.13  Because licensing is state regulated, each 
state should be tracking the number of child-care centers currently in the process 
of obtaining licenses.  A comprehensive list of contact information indicating the 
state office responsible for this information is available from the National 
Resource Center for Health and Safety in Child Care.13  For California, the 
California Department of Social Services tracks child care center licensing.  
Applicants wishing to be licensed in California undergo an application process 
which includes orientation in licensure requirements and submission of 
appropriate paperwork.17  Licensing information, including information on pending 
licenses, is available through the California Department of Social Services and is 
available by county.18 

 
 
• Reliability/Validity: 
This indicator will not capture all centers preparing for licensure because it will 
exclude those centers that are planning to apply for licensure but have not begun 
the formal application process. 
 
• Other 
In addition to tracking the number of approved licenses for child care, tracking 
the number of pending applications for licenses also provides useful information 
about progress on this indicator.  
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G.  Children have access to high-quality early care and education.  
12.  Number of people participating in classes, training, or field work to 

obtain their credential (C) 
Category: Performance measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of individuals taking classes or performing 
field work to obtain a Child Development Associate (CDA) degree.  This 
nationally recognized certification requires a high school diploma, 120 hours of 
training in either early childhood education or child development, 480 hours of 
field work (i.e., working with children directly in a formal care situation), and 
current employment in a licensed-care facility.  CDA concentrations are broken 
down by care type (i.e., Center-based, for which candidates receive 
endorsements to work with infants and toddlers or preschool children; Family 
Child Care; and Home Visitor).3  The credential is not awarded without these 
criteria, and the applicant must take a written examination, as well as be 
interviewed by a CDA representative. 
 
Why is this indicator important? 
 
The CDA degree represents specialized training in child development 
within the context of early childhood education.  The degree requires training 
in developmental theory, as well as in more practical aspects such as child health 
and safety, parent/ teacher relationships, and professionalism.  CDA certification 
ideally leads to higher quality child care.  
 

 

 

Many studies show that more specialized training in child development 
leads to more sensitive caregiving in both center and family care.6-8,11  Many 
child-care studies consider teacher training when assessing child-care 
quality.11,12  

High-quality child care is associated with many positive outcomes.  High-
quality child care has been shown to improve children’s language and general 
cognition,1,2,9,12 as well as various behavioral aspects.4,6,10  If credentialing 
promotes higher quality child care, an increased number of credentialed 
teachers/caregivers would provide more opportunities for children to experience 
these benefits. 
 
This indicator can be used to assess the future supply of, and demand for, 
trained care givers.  State and local communities that know how many people 
are seeking a CDA degree have a better understanding of the demand for this 
type of education and might have an indication of how many qualified teachers 
are “in the pipeline.”  
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Who else currently uses this indicator? 
 

 
The Council for Professional Recognition3 tracks a similar indicator: the number 
of CDA credentials that have been awarded.  The Council for Professional 
Recognition is cited by by both the National Center for Child Care Information 
Center of the Administration of Children and Families (ACF) and the U.S. 
Department of Health and Human Services (DHHS).5 
 

State and national efforts track a similar indicator: the level of training of child-
care providers.  Connecticut, Michigan, Minnesota, and Rhode Island are all 
examples of states that track the level of training maintained by early childhood 
educators, although the wording of the tracking indicators differs slightly.  The 
National Household Education Survey (NHES) also tracks the level of training of 
child-care providers.  These are examples of how “training” is tracked generally, 
but are not equivalent to the number of people currently “taking classes.”   

What are the possible sources of data for this indicator? 
 
A rough estimate of this indicator can be obtained by counting those who are 
currently in a Council for Professional Recognition’s CDA training course.3  This 
can be done by contacting colleges and universities in the area of interest to find 
out if they offer the CDA Professional Preparation Program (CDA P3), and obtain 
current enrollment figures. Although this information will be the easiest to obtain, 
it may miss those who are taking early childhood courses that are not required 
for the CDA degree, but who intend to take the CDA test and interview once they 
meet the criteria.  Moreover, because the CDA degree requires a substantial 
amount of “field work” (i.e., working with children directly in a care setting) and 
not necessarily “classes” for the program’s entirety, this data source might not 
capture all individuals who intend to obtain a CDA degree.  
 
Data can be collected by surveying individual child-care centers or homes.  
Communities can interview or survey individual child-care centers or homes 
(defined as all facilities that give care) on the number of non-CDA certified 
teachers on staff who currently are in classes to obtain certification.  However, 
obtaining a representative sample of all centers and homes will be extremely 
difficult, making this strategy infeasible in many cases. 
 
Data can be collected on course enrollment from colleges and universities that 
offer Early Childhood Education (ECE) courses that meet CDA criteria.  The 
Council for Professional Recognition provides a state-by-state directory of 
colleges and universities that provide ECE training approved by the CDA.  
However, these listings do not differentiate between whether a school specifically 
offers CDA P3 training or offers ECE classes only.3  Although collecting data 
from the colleges and universities in the directory will give an indication of how 
many are studying ECE, it will not differentiate those with the particular goal of 
certification.  
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Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 

 

Tracking enrollment in CDA programs would require collecting data from the 
institutions providing these programs.  Data reliability would depend on the way 
these institutions collect and maintain this information.    
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G.  Children have access to high-quality early care and education  
13.  Number of child-care centers in the process of obtaining 
accreditation (C) 
Category: Performance measure 

 
What is the definition of this indicator? 

This indicator refers to the number of child-care centers for children aged 0 to 5 
(excluding those enrolled in kindergarten) that have begun the application and 
approval process for a voluntary set of guidelines put in place to assure high-
quality child care. 
 
Although organizations like the American Public Health Association (APHA) and 
the American Academy of Pediatrics (AAP) have compiled performance 
standards for child care, the term “accreditation” is usually linked to the standards 
of the National Association for the Education of Young Children (NAEYC).
NAEYC examines child-care centers for “developmentally appropriate” practice 
as determined by empirical research.  Well-specified criteria focus on such 
aspects of the care setting as teacher-child and teacher-family interactions, 
curriculum, staff qualifications and professional development, administration, 
staffing, health and safety, nutrition, and the method the center uses to carry out 
ongoing evaluation. 

NAEYC’s process of applying for accreditation involves three stages: (1) “self-
study,” when the program works to meet the accreditation guidelines, (2) 
“validation,” an on-site visit to confirm whether or not the program meets 
accreditation guidelines, and (3) “accreditation decision,” which is made by a 
commission of three experts.  This indicator should include programs that have 
formally applied to participate in the accreditation process and therefore are in 
any of the three stages. 
 
Note: The information provided here focuses on NAEYC accreditation because 
NAEYC is the most well-known of the accrediting organizations and has the 
largest membership.  However, other accrediting institutions could be included in 
the measurement of this indicator, including the National Early Childhood 
Program Accreditation (NECPA), the Council on Accreditation of Services for 
Children and Families (COA), and the National Accreditation Commission for 
Early Care and Education Programs (NACECEP).12 
 

 

17  
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Why is this indicator important? 
 

 

 

The aspects of quality child care that the NAEYC accreditation process 
assesses are based on developmental theory and empirical evidence.  
Because NAEYC accreditation criteria are based on research findings, they 
closely match the aspects of child care that have been shown to predict 
better language skills and cognitive development,2,3,15,22 as well as 
behavioral and emotional adjustment in children.7,8,16  For example, research 
has found that more specialized training in child development for caregivers is 
associated with more sensitive caregiving in both center and family child care, 
and that more sensitive care is related to better child outcomes.8,9,13,20  NAEYC 
accreditation requires that teachers of young children have at least a 
baccalaureate degree in early childhood education/child development and 3 
years of full-time teaching experience with young children.  Moreover, a person 
with a graduate degree in either early childhood education or child development 
must oversee educational aspects of the center as center director, education 
coordinator, or curriculum specialist.  As another example, lower child:caregiver 
ratios have consistently been found to predict more sensitive and stimulating 
caregiving behavior and higher-quality care.2,10,20,26  The specifications for 
child:caregiver ratios that are included in the requirements for NAEYC 
accreditation differ depending on the age of the child; the younger the children, 
the fewer each caregiver should care for. 

Although NAEYC-accredited centers are more likely to provide high-quality 
care than non-NAEYC-accredited centers, NAEYC accreditation does not 
guarantee that children receive the best possible care.4,25  Accreditation by 
NAEYC involves meeting goals for specific aspects of child-care quality that are 
substantially above those set by state licensing standards, which aim only to 
establish a floor of quality.  However, a study of child-care centers in Northern 
California found that, although NAEYC-accredited centers were much more likely 
to provide high-quality care than non-NAEYC-accredited centers, almost 40 
percent of NAEYC-accredited centers offered only mediocre-quality care.25   

Because the process of obtaining NAEYC accreditation involves steps to 
improve various aspects of child-care quality, it is likely that working to 
meet accreditation criteria will have a positive effect on the children in 
these centers.  In recent research reported by the NICHD Study of Early Child 
Care, children who experienced increases in the quality of their child care over 
their early years had better language development and preacademic skills when 
they were 4.5 years old.23  Additionally, there is evidence of better developmental 
outcomes for children in child-care settings that met APHA/AAP standards for 
group size, ratio, caregiver training, and caregiver education.  When classes met 
more standards, children had better scores on assessments of school readiness 
and language and on ratings of behavior problems at 3 years.2,8,9,13,20,21 
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Because the accreditation process aims to create and maintain higher-quality 
child care, an increased number of centers working to obtain accreditation would 
be an important indicator of investments being made in improving the caregiving 
environments of young children.   
 
Who else currently uses this indicator? 
 
Connecticut, Delaware, Hawaii, Missouri, New York, and Rhode Island are 
examples of states currently tracking accreditation (although not necessarily the 
number of those in the process of obtaining accreditation). 
 

 

NAEYC continually updates its records of the number of programs currently in 
the accreditation application process.  As of February 1, 2002, there were 7,739 
programs nationwide and 521 in California in the accreditation process for the 
first time; 2,319 programs nationwide (220 in California) were in the 
reaccreditation process.18  (Centers that want to remain accredited must go 
through the reaccreditation process every 3 years.) 

What are the possible sources of data for this indicator? 
 
NAEYC provides the total number, by state, of programs that are pursuing 
NAEYC accreditation.
 
Although it would be much more costly and time-consuming, a potentially more 
accurate way to collect this information would be to contact each program 
individually to assess accreditation status.  (See the Reliability/Validity section for 
more information.) 
 
Are there any key issues or concerns about the use of this indicator?

18 

 
 
• Reliability/Validity: 

 

Basing this indicator solely on programs seeking NAEYC accreditation will not 
capture all centers seeking accreditation, because there are other accrediting 
institutions.  However, because NAEYC is the largest accrediting organization 
(i.e., from 1985 to 1995, NAEYC accredited an average of 380 centers per year, 
whereas NECPA accredited an average of 15 centers per year from 1992 to 
199519), using only NAEYC accreditation to estimate this indicator will be fairly 
accurate.  It is also important to note that the information on the NAEYC Web site 
is not always current, and that the NAEYC accreditation process can take a long 
time because of a shortage of personnel trained to evaluate and validate centers 
that have completed their self-study. 

Part of the NAEYC accreditation process involves self-assessment, but decisions 
for accreditation are then based on assessments by NAEYC-trained reviewers.  
After the initial approval, the center must submit an annual report to NAEYC and 
undergo reaccreditation every 3 years.  As with any judgment or rating of quality, 
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questions about the reliability of the measurement can be raised.  To date, 
NAEYC appears not to have reported reliability data for measurement of its 
accreditation criteria.  However, NAEYC is reviewing the accreditation system to 
improve its “credibility, reliability, and accountability.” 11 
 
• Sensitivity to change: 

 

• 
Some studies have shown that both poorer children and children of color may 
benefit more from higher-quality care, especially in regard to language and 
cognitive outcomes.

• 

If other accrediting organizations are included in this indicator, data collection will 
be more complicated and time-consuming, because accessing data from some 
accrediting organizations is more difficult than accessing it from NAEYC. 

Providing incentives for centers to become accredited is likely to influence this 
indicator.  Arizona, Connecticut, and Minnesota already have accreditation 
incentive programs.  Such programs offer higher reimbursement rates for 
accredited child care, quality enhancement grants and incentives for centers to 
attain and maintain accreditation, direct payments to accredited child-care 
providers, and/or funding priority for accredited providers.24  At least one study 
has found that offering higher reimbursement rates for accredited centers 
increased the number of accreditation applications.12 

Providing training and technical assistance to help centers that are working 
toward accreditation can increase the number of accredited centers.4  A study of 
centers in Northern California found that child-care centers that received 
intensive support during the accreditation process were more than twice as likely 
to become accredited as centers that received moderate support, and 10 times 
as likely to become accredited as centers receiving limited support.25  Intensive 
support included “on-site technical assistance from an early childhood 
professional, custom-designed training for staff and directors, funds to cover 
release time for staff participating in training, and an ongoing facilitated support 
group for directors.” 25 
 

Cultural issues: 

1,5,6,14 
 

Feasibility/burden: 
State-level data on programs seeking NAEYC accreditation are already available 
on the NAEYC Web site.  NAEYC does not maintain county-level information 
about programs in the process of accreditation. 
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G.  Children have access to high-quality early care and education.  
14.  Number and percentage of early childhood education (ECE)/child-

care providers who have participated in continuing education (P) 

 
Category: Performance measure 

What is the definition of this indicator? 
 

 

 

 

This indicator refers to the number of child-care center teachers, child-care 
center teacher aides, and family home providers who work directly with children 
from 0 to 5 years of age (excluding those enrolled in kindergarten) in any type of 
care situation (e.g., center-based, home-based, preschool, other) who have 
received at least one Continuing Education Unit (CEU).  The CEU is defined as 
“ten contact hours of participation in an organized continuing education 
experience under responsible sponsorship, capable direction, and qualified 
instruction.”8  CEUs are granted by the institution or group that provides the 
learning experience.  The CEU was created to provide a permanent record of 
educational accomplishments for noncredit educational experiences.8 

Because the term “CEU” is used freely and often defined by those offering 
specific services, CEU quality may vary greatly.  Thus, to control for quality, the 
definition of this indicator should include that the CEU must be awarded from an 
institution or group that has been certified by the International Association for 
Continuing Education and Training (IACET), a nonprofit group that has set the 
international standards for continuing education of educators.  Names and 
contact information for authorized institutions and groups are available on the 
IACET website.9 
 
The percentage can be calculated by dividing the number of early childhood 
educators/child-care providers participating in continuing education (as defined 
above) by the total number of early childhood educators/child-care providers in 
the county/state. 

Note: California does not require continuing education for either center-based 
child-care providers (i.e., teachers, teacher aides) or family-based child-care 
providers. 

Why is this indicator important? 
 
Caregiver training is associated with the quality of child care provided and 
with child outcomes. more specialized training in 
child development is related to more sensitive caregiving in both center and 
family care, and more sensitive care is associated with better social and cognitive 
outcomes in children. ng is associated with better 
quality care, whereas experience limited to working with children, but without 
formal training, is not necessarily related to better quality care.4,6,10,15 

13,14  Research has found that 

4,5,7,13  In addition, formal traini
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Although evidence suggests that additional teacher training in child 
development or early childhood education is associated with higher quality 
child care, the specific content that teachers might pursue through CEUs 
can vary, and evidence is limited about which course content will be most 
beneficial in terms of improving child-care quality overall.  For instance, one 
teacher might gain a CEU credit for a seminar taken on the method of dialogic 
reading to children, whereas another teacher might obtain a credit for a class in 
fire safety.  Furthermore, the quality of the program that provides the CEU and 
the implementation by the particular instructor may also be important but difficult 
to measure.     
 

 

Continuing education has the potential of increasing the quality of care for 
children either through the dynamic aspects of quality (e.g., sensitivity to 
child needs) or through structural aspects (e.g. learning how to facilitate 
staffing changes to reduce child:caregiver ratios), or both.  Both structural 
and dynamic aspects of child-care quality have been shown to predict children’s 
language and general cognitive skills,1,2,11,14 as well as children’s behavioral and 
emotional development.3,4,12 

Who else currently uses this indicator? 
 
Connecticut and Michigan are examples of states that collect data on this 
indicator. 
 
What are the possible sources of data for this indicator? 
 
The most accurate information for this indicator is obtained directly from the 
child-care institution or provider.  Because of the number of colleges, 
organizations, and companies that provide CEUs, it would be difficult to gain 
information about teachers’ CEUs other than by contacting the child-care center 
or family-care homes directly.  On contacting the child-care facility, information 
should be collected about the number of child-care center teachers, child-care 
center teacher aides, and family home providers who have obtained at least one 
CEU in child development or early childhood education, as well as information 
about where they obtained the credit.  In addition, the name of the institution or 
group that awarded the CEU must be checked against the IACET list of 
authorized institutions or groups to ensure that the CEU was provided by an 
institution or group that meets the IACET’s criteria for quality programs. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 

 

Reliability/Validity: 
The degree to which CEU-granting institutions or groups authorized by the 
IACET award CEUs in California is unknown.   
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In addition, the definition of “participation,” “capable direction,” and “qualified 
instruction” may differ from one CEU-granting institution or group to another. 
 
The degree to which the process of obtaining CEUs can be considered 
comparable to the training in child development and ECE that has been shown to 
predict more positive child outcomes in previous research is not known.  The 
quality of a program and the specific topic it addresses may be important to 
whether or not and to what extent CEUs contribute to child-care quality. 
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G.  Children have access to high-quality early care and education. 
15.  Retention or turnover rate of child-care workers, by level of worker 
Category: Performance measure 

 

 
ADDITIONAL INDICATOR: Number of times children ages 0 to 5 (excluding 
those enrolled in kindergarten) experienced a change in a family or center 
child-care provider during the last year. 

What is the definition of this indicator? 
 

 

 

 

 

Turnover rates are calculated by assessing the number of child-care workers in 
center-based care or family-based care who have left the facility within the last 
year as a percentage of the total number of child-care workers in these 
facilities.8,9,17   

Family-based care includes both small family-care homes and large family-care 
homes, and is defined by California regulations as a facility that “provides care, 
protection and supervision of children, in the care giver's own home, for periods 
of less than 24 hours per day, while the parents or authorized representatives are 
away.”  Small and large homes are differentiated by the maximum number of 
children they can serve, given their staffing numbers and the ages of the 
children.  Small family care homes may serve up to 6 to 8 children; large family 
care homes may serve up to 12 to 14 children.2   

A “child care center” is defined by California regulations as “any facility of any 
capacity other than a family day care home … in which less than 24-hour per day 
nonmedical supervision is provided for in a group setting.”3  Thus, child care 
centers are settings that are not within the caregivers home and that can 
maintain larger numbers of children, given that they adhere to state 
child:caregiver ratios. 
 
In keeping with these definitions, calculation of turnover for this indicator should 
include those caring for children in small as well as large family care homes, in 
addition to those caring for children in a range of nonhome-based care settings, 
such as child-care centers, nursery schools, preschools, prekindergartens, early 
intervention programs, Head Start programs, and other center care programs.  In 
addition, this indicator should be calculated both for primary teachers/providers 
and for assistant teachers/providers. 

An additional indicator is the number of times children ages 0 to 5 (excluding 
those enrolled in kindergarten) experienced a change in a family or center child-
care provider during the last year.  Although retention or turnover rates at the 
child-care center level are important, a child-based indicator may be equally 
important because it allows for measurement of how caregiver turnover affects 
the child.  
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Why is this indicator important? 
 

 

 
Despite the importance of stable child-care providers, turnover rates for 
this profession are among the highest.
for child-care providers in Northern California was 30 percent.
influenced by many factors, including job satisfaction, organizational 
commitment, salaries and wages, burnout, choice of other jobs, and other 
nonwork factors.11  Turnover in child-care settings can result in vacancies being 
filled by less qualified staff and causes a lack of continuity of care for young 
children. changes in child-care providers may 
not have the opportunity to develop optimal, responsive relationships with familiar 
adults—a feature of high-quality early childhood care and education settings.
 

 

Child care outside the home is widespread.  In 2001, 56 percent of children 
ages 3 to 5 (excluding those enrolled in kindergarten) were in child care.6  
Because a significant percentage of children spend time in child care, it is 
important for parents to have access to high-quality child-care programs.  
Research has shown that having child-care providers who are more highly 
qualified and have greater job stability is associated with more positive outcomes 
for children. 13   

Having stable child-care providers is beneficial to children.  Research 
indicates that child-care providers with job stability are more attentive to children 
and engage them more often.14,16,17  Children whose care providers are sensitive, 
responsive, and attentive fare better in many aspects of development.13   

13  In 1999 and 2000, the turnover rate 
17  Turnover can be 

1,7  A child who experiences many 

11,15  

Several states have adopted programs to increase the retention and 
training of child-care providers.4  A recent review of state efforts found that 37 
states and the District of Columbia have initiatives to address the problem of 
turnover.15  California First 5 has partially funded the California Compensation 
and Retention Encourages Stability (CARES) initiative, which encourages 
training and retention by providing stipends to child-care providers.   

Who else currently uses this indicator? 
 
Some state-level efforts use this indicator.  The California Child Care Resource 
and Referral Agency collects state based information for California.  Other states 
that use this indicator include Michigan and Rhode Island. 
 
What are the possible sources of data for this indicator? 
 

 

Data can be collected from child-care programs.  This indicator can be gathered 
by surveying all or a representative sample of licensed child-care programs, 
including child-care centers and family-based care facilities.   
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Standard survey items are available from national sources.  Possible sources for 
questionnaire or interview items include the Early Childhood Longitudinal Survey, 
Birth Cohort (ECLS-B), ehold Educational Survey (NHES)
Both the ECLS-B and the NHES, 2001, collect this indicator through a parent 
report.   
 

5 and National Hous 10  

Are there any key issues or concerns about the use of this indicator? 
 
• 
Research has shown that child-care turnover rates can be influenced by 
strategies such as including child-care providers in center decision-making.
Researchers hypothesize that orienting new employees to a child-care program 
can also help reduce turnover. child-care providers have 
been shown to buffer the effects of burnout, which may in turn reduce turnover 
rates.
 

Sensitivity to change: 

12  

12  Staff meetings with 

14   

Several states participate in the Teacher Education and Compensation Helps 
(TEACH) Early Childhood Project.  Founded in North Carolina and now in 19 
states, this program provides scholarships, release time, and wage increases 
and bonuses to child-care teachers or providers who pursue and complete 
further education, and stay at their facility for a specified period of time.  The 
TEACH program in North Carolina has documented an increase in retention.4 
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G. Children have access to high-quality early care and education. 
16.  Median pay for child-care workers (C) 
Category: Structural measure 

 
What is the definition of this indicator? 
 
This indicator refers to the hourly salary that falls exactly in the middle of the 
range of child-care workers’ hourly salaries.  In other words, 50 percent of child-
care workers earn more than the median pay, and 50 percent earn less. 
 

 

“Pay” is defined here as “hourly salary” because the Bureau of Labor Statistics 
(BLS) of the U.S. Department of Labor uses hourly salaries as the basis of its 
reports on income and wages.  Although BLS also includes information on 
annual salary, it uses hourly salary to calculate this information.  In addition, this 
indicator measures the “median,” as opposed to “mean,” because the mean can 
be influenced by a few very high or very low salaries, whereas the median is the 
midpoint regardless of the extremes.7 

Why is this indicator important? 
 
Higher wages for child-care workers are associated with better quality child 
care.
a strong relationship between workers’ salaries and the quality of child care.  A 
study of 75 child-care centers in three communities in California found that child-
care provider wages predicted a center’s ability to maintain quality over time, with 
higher wages related to better long-term quality.
 

 
Ultimately, the quality of child care is important because it is related to 
children’s social and cognitive development.  High-quality care is generally 
characterized by attentive and responsive child-care providers who provide 
cognitive and verbal stimulation for children, and is related to better cognitive and 
social developmental outcomes in children, from infancy to school entry, 
regardless of the type of child care.
high-quality child-care centers had better language, math, and general cognitive 
skills, and better peer relationships through second grade than children in poor-
quality care. ildren in family-based care.) 
 

 6,9  In both child-care centers and family-care facilities, research has found 

12 

Higher wages are also associated with lower staff turnover.  In the study 
mentioned above, providers with Bachelor’s degrees and some college-level 
courses in early childhood development who received higher than average wages 
were more likely to stay in their jobs.12  Low staff turnover is associated with 
better quality care, because more stable child-care providers can interact with 
children in more developmentally appropriate ways.9 

9  One study found that children who attended 

10  (The study did not include ch
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Who else currently uses this indicator? 
 

 

The BLS collects this information for workers who are not self-employed.  Not 
that data collected by the BLS does not include self-employed family-based care 
providers, owners or partners of unincorporated firms, and unpaid family workers. 
In addition, the current BLS occupational categories distinguish child-care 
workers from preschool teachers,1 even though the responsibilities listed under 
each are not necessarily distinct, and although the two job categories often 
overlap in practice.  Therefore, wage information for both of these categories 
should be considered.7 

What are the possible sources of data for this indicator? 
 
Nationally representative surveys gather this information.  The Early Childhood 
Longitudinal Study, Birth Cohort (ECLS-B) Caregiver Questionnaire includes a 
question on caregiver’s income.
 
The NICHD Study of Early Child Care assessed staff turnover and pay through a 
Child-Care Center Director Questionnaire, which was adapted from the Director 
Questionnaire used in the National Child Care Staffing Study.
 
Through the Occupational Employment Statistics (OES) program, the BLS funds 
an annual survey that compiles occupational employment and wage estimates 
that are collected by state agencies and county organizations.  In California, the 
state Employment Development Department (EDD) coordinates data collection.  
EDD contracts with local groups to collect information about the labor force in 
California’s 58 counties.  State- and county-level information is available on both 
the BLS
 

 
The California Child Care Workforce Study by the David and Lucile Packard 
Foundation also collects information on this indicator.
 

8 

11 

2 and the EDD5 websites. 

The Center for the Child-Care Workforce (CCW) annually surveys child-care 
center directors and family child-care providers to collect information on salaries 
and benefits for teachers, assistant teachers, center directors, and family-based 
child-care providers.7  These surveys can be purchased through CCW’s 
website.4  

3 

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
As noted above, BLS data do not include information on income for self-
employed family-based care providers.  In addition, BLS wage information for 
child-care workers and the preschool teachers should both be taken into 
consideration.7 
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G.  Children have access to high-quality early care and education. 

 

17.  Number of calls received by Child Care Resource and Referral 
agencies (CCRRs) in each county, by type of caller (i.e., parents, 
child-care providers) 

Category: Structural measure 

What is the definition of this indicator? 
 
This indicator refers to (1) how many calls a CCRR receives from parents 
requesting child-care referral information or information on other issues such as 
quality care or child development, and (2) how many calls a CCRR receives from 
child-care providers requesting information on how to improve the quality of the 
care they provide, training and professional development opportunities, licensing 
requirements, and other issues related to the provision of child care. 
 
Why is this indicator important? 
 

 
CCRRs may improve children’s access to high-quality care.  In theory, the 
services CCRRs provide can help improve children’s access to high-quality care 
by (1) educating parents about what to look for when choosing care, thereby 
helping parents become monitors of child-care quality standards; (2) helping 
providers improve the quality of their care; and (3) advocating for more resources 
to improve the quality of care.
examine the effectiveness of CCRRs in accomplishing these goals.  In addition, 
the ability of CCRRs to affect the quality of child care has been questioned 
because they do not provide parents with information about the quality of specific 
child-care centers and providers.
 

CCCRs provide several services to parents and to child-care providers.  
CCRRs provide support to parents looking for child care by referring them to 
child-care providers.  CCRRs also help educate parents in regard to issues 
concerning child care and child development, such as what constitutes quality 
care.  In addition, CCRRs support child-care providers by providing training, and 
by helping providers meet licensing requirements and improve the quality of their 
care.  CCRRs also advocate for children, parents, providers, and communities in 
the public policy arena on child-care issues.4,8,10 

4,10  However, little research has been conducted to 

12   

Although the information provided by CCRRs can make parents more 
aware of their child-care options, that information does not necessarily 
improve how parents search for child care.1,12  One study found that simply 
providing information to help parents determine the quality of child-care facilities 
they visited did not ensure that parents actually used the information; only 57 
percent of the parents in the study reported using the information.  Those parents 
who did use it, however, were more likely to (1) visit a child-care facility, (2) visit 
more facilities, (3) obtain advice from someone else who had a child in the facility 
being considered, and (4) telephone more providers.1  They were also less likely 

  G17 - 1



 

to consider the cost of care and distance from home as important factors in 
making their child-care decision.  Because of the nature of the data, however, it 
is not possible to determine if the differential use of the information caused 
different search behaviors or if parents’ different methods of searching for care 
influenced their use of the information. 
 

 

 

Parents most often use informal sources when searching for child 
care.6,10,11  For example, a study that examined the search behaviors of parents 
in an area without an organization specifically designed to provide child-care 
resource and referral services found that parents usually use informal sources 
(friends, relatives, and neighbors) to find child care and turn to formal sources 
only if the informal sources are unhelpful.10,11  According to the 1995 National 
Household Education Survey (NHES:95), only 2 percent of parents with children 
aged 0 to 5 years old used a resource and referral service to find their child’s 
primary, nonparental child-care arrangement.6  Other studies have found slightly 
higher percentages (around 10 percent) of parents reporting to have used 
CCRRs to find child care.12  In contrast, NHES:95 found that 59 percent of 
families used informal sources.6  

Research has also examined how parents use CCRRs.  A study of parents 
using family-based child care found some differences between parents who had 
contacted a CCRR and parents who did not have a CCRR in their community.5  
Specifically, the parents who contacted a CCRR relied more on formal 
informational sources in their search for child care, spent more time looking for a 
provider, and more of them had visited two or more providers during the course 
of their search.  Although family income and parental educational level did not 
differ between the groups, children of parents who had used a CCRR were an 
average of 1.5 years younger than children of parents who did not use a CCRR.5  
In addition, both groups reported being satisfied with their child-care 
arrangements, but the majority of both groups (62 percent of those using a 
CCRR and 63 percent of those not using a CCRR) also said they would choose a 
different arrangement if all options were available to them.  Finally, 73 percent of 
parents who used a CCRR said that the CCRR was somewhat or very helpful, 
but these ratings were not associated with the other information collected by the 
survey.5 

How parents search for child care differs by income and demographic 
factors.  In one study, parents with an annual income of less than $25,000 were 
more likely to use informal sources than parents who made more than $25,000 
per year.  Mothers from two-parent families were more likely than single parents 
to actively search for child care and less likely to make their child-care decisions 
on the basis of others’ suggestions.  Parents who perceived their neighborhoods 
to be transient were more likely to actively search for child care, whereas parents 
who perceived their neighborhoods to be more stable were more likely to use 
informal sources.10,11  Other studies have found that white, educated, middle-
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class parents make up the majority of people who use CCRRs, and that urban 
families are more likely to use CCRRs than rural families.12 
 
Who else currently uses this indicator? 
 
To date, no other organizations or states have been found to collect this 
indicator. 
 

 

 

 

However, CCRRs exist in every state.9  The National Association of Child Care 
Resource and Referral Agencies, an organization that supports local CCRRs and 
advocates on child-care issues at the national level, has a toll-free number and 
information on its website to help parents find their local CCRR.7 

In addition, many states, including California, Illinois, Minnesota, Washington 
State, and Wisconsin, have state-wide child-care resource and referral network 
organizations.  The California Child Care Resource and Referral Network is a 
private, nonprofit, statewide umbrella organization for county CCRRs.3  

Additionally, the California Child Care Resource and Referral Agency collects 
related state-based information for the state of California. Specifically, it monitors 
CCCRs within the county. 

What are the possible sources of data for this indicator? 
 
Data can be collected from CCRRs directly, or from the California Child Care 
Resource and Referral Network.  The Network lists contact information for 
CCRRs, by county for all counties in California, on its website.
 

2 

Are there any key issues or concerns about the use of this indicator? 
 
• Other: 
Every county in California has at least one CCRR.  They are supported by the 
Child Development Division of the California Department of Education, and their 
services are free for all parents and child-care providers.   
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H.  Children participate in early childhood education programs. 
1.  Number and percentage of children who have ever attended a 

nursery school, prekindergarten, or Head Start program by the time 
of kindergarten entry (P) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of children entering kindergarten who have 
ever attended an early childhood education program, such as a preschool, 
nursery school, prekindergarten, or Head Start program.  The percentage is 
calculated by dividing the number of children entering kindergarten who attended 
an early childhood education program by the total number of children entering 
kindergarten. 
 
Why is this indicator important? 
 

 
Program evaluations have found that although gains in the IQ scores of low-
income children who participated in high-quality programs typically fade by about 
third grade, these same children tend to be retained in grade less often, referred 
less to special education services, and do better in school than low-income 
children who did not participate in high-quality interventions.1,13,15   
 

 

Participation in early childhood education programs can help low- and 
middle-income children prepare for school.  Research on high-quality early 
intervention programs for low-income children7,13,15 and middle-class children17,19 
has generally found that participation in educational programs before 
kindergarten entry is associated with better performance in the early years of 
school.   

Studies of middle-class children have also found that children who attended 
preschool generally had better outcomes than children who did not attend 
preschool.  In one study, preschool attendees had higher scores on a measure of 
self-esteem, performed better on a measure of mathematical ability, and were 
absent less often from school than children who did not attend preschool.  
However, these two groups did not differ on measures of reading ability or 
general intelligence.19  Another study found that children who had participated in 
preschool or child care the year before entering kindergarten were more 
successful in kindergarten, first grade, and second grade.  The children scored 
above average on national standardized tests, were less likely to be retained, 
and were less likely to be placed in Chapter 1 programs that provide extra 
services for educationally disadvantaged children.17 

Research indicates that when children participate in early childhood programs for 
a longer time and they have follow-up interventions into the early school years, 
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better outcomes result.15  It is unclear, however, exactly how much early 
education is needed to achieve positive results. 
 

 
Participation in high-quality child care (which can be similar to early 
education programming) is also related to better cognitive and social 
developmental outcomes in young children.
attended high-quality child care centers had better language, math, and general 
cognitive skills, and better peer relationships through second grade than children 
in poor-quality care.
 

Early childhood education may have long-term positive effects.  Some high-
quality early childhood programs have been found to have positive effects into 
the teen years and into adulthood.3,16  For example, participants in one preschool 
program, the High/Scope Perry Preschool Project, had higher average 
achievement scores at age 14 and higher average literacy scores at age 19 
when compared with the control group that did not attend a preschool program.  
At age 27, the participants were also less likely to have been arrested, less likely 
to have received welfare or other social services, more likely to earn $2,000 or 
more a month, more likely to own their own home, and more likely to have 
graduated from high school.16  Another study, the Carolina Abecedarian Project, 
found that low-income children who participated in the educational component of 
a high-quality, intensive early intervention consistently had higher IQ scores from 
6 months of age to age 21 than low-income children who did not participate in the 
educational component.2,3,6  In addition, children in the educational component 
were less likely to be held back in school and less likely to be placed in special 
services than children who were not in the educational program.2,3,6 

13  In one study, children who 

14 

Who else currently uses this indicator? 
 

 

 

The U.S. Department of Health and Human Services uses a variant of this 
indicator as a measure of child well-being.18  A variant of this indicator is also 
tracked in America’s Children: Key National Indicators of Well-Being 2002 
(participation in center-based care, not ever attended by the time children 
entered kindergarten).5  However, the Early Childhood Longitudinal Study, 
Kindergarten Cohort study does include this indicator. 

Alaska, Hawaii, and Missouri are examples of states that also monitor this 
indicator. 

What are the possible sources of data for this indicator? 
 

 
In addition, several large national datasets have collected information on this 
indicator, or a similar indicator; they include the Early Childhood Longitudinal 

Parent reports or program or school administrative records are possible sources 
of data for this indicator. 
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Study, Kindergarten Cohort (ECLS-K),4 the National Household Education 
Survey 1991 (NHES:91), ational Household Education Survey 1999 
(NHES:99) ngitudinal Survey of Youth (NLSY).12 
 

10 the N
11, and the National Lo

Are there any key issues or concerns about the use of this indicator? 
 
• 

• 

 
Head Start appears to be especially effective for black children and, in particular, 
for black children with below-average scores on cognitive measures before 
entering the program.
groups. 

• 

Reliability/Validity: 
It is important to note a measure of children who “ever” attended an early 
education program could include a wide range of early educational experiences, 
including children who attended a preschool program for 1 day and children who 
spent 3 years in a preschool program.  A more useful indicator would be to 
measure the duration of regular participation in early childhood education 
programs, by first defining regular participation (e.g., X hours per week for X 
number of weeks).  More research is needed to decide what constitutes regular 
participation in early childhood education programs. 
 

Cultural issues: 
Participation in early educational programs differs by race and ethnicity.  In 1996, 
Hispanic children ages 3 and 4 were less likely to be enrolled in nursery school, 
prekindergarten programs, or Head Start programs than white or black children 
of the same age.  The percentages of white and black children ages 3 and 4 
enrolled in these kinds of programs were similar to one another.8  In 2001, black 
children ages 3 to 5 (excluding those enrolled in kindergarten) were more likely to 
participate in nursery schools, prekindergarten programs, Head Start programs, 
child care centers, and preschools than their white or Hispanic counterparts, and 
white children were more likely to participate in these kinds of programs than 
Hispanics.9  

7  When possible, data should be disaggregated by ethnic 

 
Other: 

Attendance in early education programs differs by family income and mother’s 
education.  In 2001, children ages 3 to 5 (excluding those enrolled in 
kindergarten) from families with incomes below the poverty level were less likely 
than children from families with incomes at or above the poverty line to be 
participating in nursery schools, prekindergarten programs, Head Start programs, 
child-care centers, and preschools.  In addition, children whose mothers had 
college degrees were more likely to be in early education programs than children 
with mothers who had not completed high school.9  When possible, data should 
be disaggregated by economic levels. 
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H.  Children participate in early childhood education programs. 

 

2.  Percentage of children with special needs who participate in early 
childhood care and education programs (C) 

Category: Outcome measure 

What is the definition of this indicator? 
 

 

This indicator refers to the number of children with special needs in a county, as 
defined by the Individuals with Disabilities Education Act (IDEA), 0 to 5 years of 
age (excluding those enrolled in kindergarten) who are enrolled in center-based 
early childhood care and education programs and dividing it by the number of 
children with special needs in that county.7,10,16,21  There may be county sources 
for obtaining the number of children with special needs.  The 13 disabilities 
identified by IDEA are autism, deaf-blindness, deafness, hearing impairment, 
mental retardation, multiple disabilities, orthopedic impairment, other health 
impairment, serious emotional disturbance, learning disability, speech or 
language impairment, traumatic brain injury, and visual impairment.  Early 
childhood care and education programs include a wide array of nonhome-based 
care, such as child-care centers, nursery schools, preschools, prekindergartens, 
early intervention programs, Head Start programs, and other center-based care 
programs serving this age group. 

Why is this indicator important? 
 

 

 

Children are enrolled in and participate in early childhood care and 
education programs for a variety of reasons.  They may be enrolled when 
their parents enter the labor force, participate in education or training programs, 
or want to provide their young children with learning and social opportunities.10,19  
High-quality early childhood care and education programs can lead to many 
positive outcomes for young children.   

Early childhood care and education programs can lead to positive 
outcomes for children with special needs.  Research has shown that 
attending early childhood care and education programs benefits children with 
special needs in ways similar to those for other children.11,12  High-quality early 
childhood care and education programs provide a setting for developing skills in 
peer interactions, developing relationships with adults, and promoting language 
and other cognitive skills.19  In addition, a quality early childhood care and 
education program is a child’s initial encounter with a school-like environment, 
which can promote the development of behaviors and skills that can lead to a 
positive transition to kindergarten.19  

Child care for children with special needs not only benefits children, but 
also their families.11,12  For parents of children with special needs, early 
childhood care and education programs can provide respite from the increased  
attention required of caring for a child with special needs.4 
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Many barriers may prevent children with special needs from accessing 
early childhood care and education services.  Research suggests that early 
identification and appropriate early interventions can help young children with 
special needs reach their full potential.13  However, children with special needs 
are less likely to be in early childhood care and education programs, tend to 
begin these programs at older ages, and are in them for fewer hours compared 
with young children without special needs.5,6,17,22  Early childhood care and 
education simply may not be accessible to them financially, or available spaces 
for children with special needs simply may not exist.  Moreover, some child-care 
facilities may not have the equipment and training necessary to accommodate 
children with special needs and may therefore not enroll them.  Transportation 
difficulties or the need for coordinating other early special interventions with early 
childhood care and education may prevent children with special needs from 
accessing high-quality early childhood care and education programs.14,15 
 
Who else currently uses this indicator? 
 
Many state efforts monitor this indicator for children’s school readiness. 
 

 

Examples of states that use this indicator are Missouri, New York, North 
Carolina, and Vermont.   

What are the possible sources of data for this indicator? 
 

 
Data can be collected directly from parents or teachers.  Communities can gather 
this indicator through parent or teacher surveys.  Some examples of surveys are: 
Missouri’s School Entry Assessment Project,18 North Carolina’s School 
Readiness Assessment,20 and Vermont’s “Ready Kindergartners” teacher 
questionnaire.   
 

Standard national survey items are available online.  Some examples of national 
surveys that collect information on participation in early childhood care and 
education are: (1) the Early Childhood Longitudinal Study Kindergarten Cohort 
(ECLS-K) parent survey, which address whether a child has special needs8 and 
early childhood care and education arrangements9; and (2) the National 
Household Education Survey (NHES), which address early childhood care and 
education arrangements.1-3   

Are there any key issues or concerns about the use of this indicator? 
 

Reliability/Validity: • 
Most research does not distinguish between preschool, day care, and child care; 
the three terms are often used interchangeably.19  We use the term “early 
childhood care and education programs” here to connote the range of center-
based early childhood programs with an explicit learning/school preparation 
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component (noting that there are a range of developmentally appropriate early 
learning approaches). 
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I.  Children receive early screening and intervention for developmental 
delays and other special needs. 

1.  Number and percentage of primary care providers who use 
developmental screenings for all children under age 3 (P) 

Surveying health care providers is a way of gathering this information, but one 
that pertains only to children with a regular source of medical care.  As noted 
in Indicator B5, children may lack a regular source of medical care, 
particularly if they do not have health insurance. 

 

Category: Performance measure 
 

What is the definition of this indicator? 
 

 
Why is this indicator important?

This indicator refers to the total number of primary care providers who use 
developmental screenings (as identified by the Individuals with Disabilities 
Education Act [IDEA]) for all children under age 3.  The 13 disabilities identified 
by IDEA are autism, deaf-blindness, deafness, hearing impairment, mental 
retardation, multiple disabilities, orthopedic impairment, other health impairment, 
serious emotional disturbance, learning disability, speech or language 
impairment, traumatic brain injury, and visual impairment.  The percentage is 
calculated by taking the number of primary care providers who use 
developmental screenings for all children under age 3 and dividing it by the total 
number of primary care providers. 

 
 
Developmental screening allows for the identification of children who 
should receive more intensive diagnosis or assessment for a potential 
special need or disability. ies.
Identification of children with special needs allows them to receive appropriate 
interventions and services to ensure they do not fall behind in school. 
 

 

14  The screening tests for deficienc 13  

Early identification of children with a disability is crucial to improving 
outcomes.  Disabilities such as hearing loss, mental retardation, and some 
pervasive developmental disorders can be treated if detected at early ages.7,17  
For instance, early identification of hearing deficits and the appropriate 
intervention can help prevent delayed language skill development.2  Furthermore, 
early developmental screening and identification of special needs can assist 
children in reaching their full potential10 through enhanced developmental gains 
and reduced development of problems.3,5,12,15  For example, early identification of 
special needs reduces the need for special education classes later and the 
chance of being held back in school.11 

Research has also shown that it is cost-effective to begin interventions for 
children with special needs as early in life as possible,as opposed to later.  
Significant savings for children with special needs have been estimated  when 

 I1 - 1



 

the intervention begins at birth as opposed to age 6.  This savings can be 
attributed to the decrease in the need for additional services/interventions for 
children who are identified early.  Specifically, children not identified as having 
special needs are at risk for developing other developmental problems that 
require special services (e.g., delay of language development for children with 
hearing loss).16 
 
Who else currently uses this indicator? 
 
The American Academy of Pediatrics (AAP) has used this indicator.  The AAP 
collected data on developmental screening practices of health care practitioners 
in 1991 in its Periodic Survey of Fellows.  To our knowledge, this is the only 
example of this indicator in use. 
 

 

Many national efforts monitor a related indicator.  This indicator is tracked by 
several states as a child-based indicator for children’s school readiness.  Rhode 
Island collects this information through its Child Outreach program.  Among other 
states, South Carolina also monitors this indicator.  Neither South Carolina nor 
Rhode Island tracks this indicator as a primary-care-provider based indicator. 

What are the possible sources of data for this indicator? 
 
Data can be collected directly from health care providers.  Communities wishing 
to gather this indicator can survey a representative sample of health care 
practitioners.  Another way to gather this indicator is to examine health care 
practitioner records for the type of services provided.  
 

 

Standard national survey items collect related information.  The Early Childhood 
Longitudinal Survey, Kindergarten Cohort (ECLS-K) collects information from 
parents on the types of developmental delays that a child may have and when 
these delays were identified; however, ECLS-K does not gather information 
about whether children received a screening.4 

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 

Furthermore, many developmental delays may not be identifiable by age 3, such 
as a learning disability.  Developmental delays are often identified at kindergarten 
entry during the screening processes schools may require at the point of 
kindergarten entry.  Measurement of primary care provider practices for children 
under age 3 may not relate to the outcome of children receiving early 
interventions. 

Developmental screening practices vary from state to state.6  These variations 
may make national benchmarking difficult. 
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• 
Because developmental screenings may be incorporated into well-baby or well-
child visits, access to developmental screening may be an issue for groups that 
are disproportionately poor who are unable to obtain health insurance or afford 
adequate medical care
 
• 
 
The IDEA Amendments of 1997 require early intervention for children identified 
with developmental disabilities.
1997, the focus of developmental screenings has been on children from birth to 2 
years.

Cultural issues: 

.8   

Other: 

9  Since the passage of the IDEA Amendments of 

1   
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I.  Children receive early screening and intervention for developmental 
delays and other special needs. 

2.  Number and percentage of children identified as having special 
needs by the time of kindergarten entry (P) 

Category: Outcome measure 
 

3.  Number and percentage of children identified with disabilities who 
are referred to developmental services by the time of kindergarten 
entry (P) 

What is the definition of this indicator? 
 
In these indicators, the terms “special needs” and “disabilities” are used 
interchangeably.  Both refer to the following 13 disabilities identified in the 
Individuals with Disabilities Education Act (IDEA): autism, deaf-blindness, 
deafness, hearing impairment, mental retardation, multiple disabilities, orthopedic 
impairment, other health impairment, serious emotional disturbance, learning 
disability, speech or language impairment, traumatic brain injury, and visual 
impairment.   
 
Indicator I2 refers to the number of children up to and including kindergarten 
entry (includes kindergarten screening) who have been identified as having a 
special need as defined by IDEA.  The percentage is calculated by taking the 
number identified with special needs and dividing by the total number of children 
0 to 5 years of age (including those enrolled in kindergarten).   

• Ideally, the denominator for these indicators should include children who 
have been institutionalized and who are not captured by Census data.  If 
available, we recommend seeking information on children who have been 
institutionalized and including this number in the denominator when 
calculating percentages.  

• 

 

 
Indicator I3 refers to the number of disabled children, up to and including 
kindergarten entry (includes kindergarten screening), who have been referred to 
developmental services.  The percentage is calculated by taking the number 
referred to developmental services and dividing by the total number of children 0 
to 5 years of age (including those enrolled in kindergarten) with disabilities.   
 

 
In California, children may enter kindergarten in a given year if they turn 5 
on or before December 2 of that year. 
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Why is this indicator important? 
 
Early identification of and intervention for children with special needs is 
important for enhancing development.
indicate that early identification of and intervention for children with special needs 
results in enhanced development and fewer developmental problems.
 

 

 

 

15  Many studies and literature reviews 

9,12,16,20 

Early intervention has important long-term effects.  Several studies 
document the positive effects of special early interventions for infants, toddlers, 
and preschoolers with disabilities or at risk of disabilities.13,17,23  One study found 
that children who participated in a preschool intervention program had more 
positive outcomes at age 19 in comparison with nonparticipants.7  On average, 
program participants were more committed to schooling, had higher rates of high 
school graduation, and scored higher on reading, math, and language tests than 
nonparticipants did.7  Furthermore, children with special needs in the program 
required fewer special education services at high school graduation and 
exhibited less antisocial or delinquent behaviors than children with special needs 
in the control group.7   

Parents may encounter barriers to receiving appropriate referrals for their 
young children with special needs.  One barrier may be a primary health care 
provider who is not able to identify children with special needs correctly and does 
not refer the child to appropriate services.14,19  In addition, primary health care 
providers may not take parents seriously when they raise the possibility of their 
child’s special need.14   

Research has also shown that it is cost-effective to begin interventions for 
children with special needs earlier, as opposed to later.  Children with 
unidentified special needs are at risk for developmental problems that may 
require costly special services if not addressed early.22 

Who else currently uses this indicator? 
 
Many national and state efforts use this indicator to monitor children’s school 
readiness.  The national effort Healthy People 2010 tracks the number of people 
who have identified disabiltiites.  infants and toddlers 
who are receiving interventions are available through the California Department 
of Developmental Services (DDS).  The Special Education Division of the 
California Department of Education (CDE) also gathers information on children 
with special needs in Dataquest.
Survey is an example of a state organization that collects information about 
children with special needs on the state and community level.
state that identifies children with special needs is Rhode Island. 
 

21 In California, data about

18  Additionally, the California Health Interview 

8  An example of a 
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What are the possible sources of data for this indicator? 
 
Data can be collected from records or directly from parents.  Administrative data, 
such as school records, may show which students are classified as having 
special needs and which students have been referred for services.  Another way 
to collect these indicators is to survey all or a representative sample of parents.  
Information about these indicators is available through the following state 
databases: California Department of Development Services and the California 
Department of Education.  California specific data (statewide and for most 
counties) are collected by the University of California, Los Angeles (UCLA) 
Center for Health Policy Research in the California Health Interview Survey the 
California Health Interview Survey.8 
 
Standard national survey items can be found online.  The Early Childhood 
Longitudinal Survey, Kindergarten Cohort (ECLS-K) has survey items on the 
identification of special needs in its Fall 1999 Parent Survey.11  The Family and 
Child Experiences Survey (FACES) also has relevant survey items.
National Household Education Survey (NHES) collects information on children 
with special needs and may be another source of survey items.
 

4,6  The 

1-3,5   

Are there any key issues or concerns about the use of this indicator? 
 
• 

• 
Collecting data through parent surveys may not yield accurate estimates, 
because some parents may  be reluctant to identify their child as being a “special 
needs” child.  For almost 30 years (after a federal law began requiring schools to 
provide an appropriate educational program for students with disabilities), 
disproportionately high numbers of children in some racial and ethnic groups 
have been identified as disabled and placed in special education programs. At 
the same time, disproportionately low numbers have been placed in gifted 
programs.

• 
There is some evidence that educating primary health care providers will 
increase appropriate referrals to early interventions.

• 
Defined precisely, this indicator does not include those children who are 
identified with special needs after kindergarten entry.  Most disabilities among 
children in this age group are identified at kindergarten entry. 

Reliability/Validity: 
When data is collected from a parent survey, parents may be unaware of their 
child’s special needs or be reluctant to acknowledge problems. 
 

Cultural issues: 

10   
 

Sensitivity to change: 

14   
 

Other: 

 

 I2/3 - 3



 

Identification of special needs may depend on a child’s access to trained health 
care professionals.  Affordability may be a barrier to the kind of health care that 
would allow early identification of special needs.  Additionally, the cost of 
treatment may prevent children from obtaining the appropriate interventions for 
their special needs.  When possible, data should be disaggregated by economic 
levels.   
 
Identification of a special need may not enhance school readiness if the child 
does not also receive an intervention. 
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I.  Children receive early screening and intervention for developmental 
delays and other special needs. 

Category: Performance measure 
 

4.  Number and percentage of early childhood care and education 
providers who receive training and/or technical support for caring for 
children with special needs (P) 

What is the definition of this indicator? 
 

 

This indicator refers to the number of early childhood educators and child care 
providers who receive training and/or technical support for caring for children with 
special needs.  Training and/or technical support is defined as completion of 
college courses, degree programs, workshops, seminars, conferences, and 
orientation sessions, or on-the-job training or counseling specific to the care of 
young children with special needs (as defined by the Individuals with Disabilities 
Education Act [IDEA]).  The 13 special needs identified by IDEA are autism, 
deaf-blindness, deafness, hearing impairment, mental retardation, multiple 
disabilities, orthopedic impairment, other health impairment, serious emotional 
disturbance, learning disability, speech or language impairment, traumatic brain 
injury, and visual impairment.  The percentage is calculated by taking the number 
of providers with training and/or technical support and dividing by the total 
number of early childhood care and education providers. 

Why is this indicator important? 
 
Educators and early care providers need training in many areas in order to 
work effectively with children with special needs.  A wide range of 
specialized information is available about the characteristics of young children 
with a variety of special needs and about how to best promote their early health 
and learning, as well as support and assist their families.  For example, special 
training in teaching methods and classroom management to incorporate special 
needs is useful. e more 
positive attitudes toward children with special needs and more knowledge about 
programming for children with special needs.
training report more comfort in dealing with the attachment and behavior issues 
of children with special needs.14  Caregiver training is also rated by parents of 
children with special needs as a quality they desire in caregivers.
 
One study found that 6 months after training, child-care providers had more 
positive attitudes towards children with special needs, had greater knowledge 
about programming for children with special needs, and used physical space 
more effectively to enhance child growth and development.
 

4  Research has shown that trained caregivers hav

8  In addition, caregivers with 

15 

8 

Training has been suggested as one of the most important predictors of 
the quality of early childhood care and education.6,11  Low levels of education 
and training among caregivers act as barriers to children receiving high-quality 
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child care.9,10  Research has shown that preschools and child-care centers 
whose employees accept and value diversity among the children they serve are 
more likely to be successful in integrating special needs children.13  In addition, 
educators with training were rated as more sensitive toward the needs of all 
children.16  In general, children whose care providers are sensitive, responsive, 
and attentive fare better in many aspects of development.12  Finally, training for 
child care providers allows young children with special needs to gain access to 
the entire range of early childhood care and education programs that are used by 
children with typical development.7 
 
Who else currently uses this indicator? 
 
State efforts use this indicator to monitor children’s school readiness.  One 
example of a state that uses this indicator is Rhode Island, which surveys child 
care centers to collect information on the training of family-based child care staff.   
 
What are the possible sources of data for this indicator? 
 
Data for this indicator can be gathered by surveying all or a representative 
sample of early childhood care and education programs or providers.  In addition, 
some child care programs are funded by sources (e.g., Head Start) that require 
training for its providers in working with children with special needs.  Such 
programs may keep records regarding this training. 
 

 

Standard national survey items are available online.  The Early Childhood 
Longitudinal Survey, Birth Cohort 2000 (ECLS-B) and the National Household 
Education Survey 1995 (NHES) both contain possible survey items on this 
issue.1,5  Both surveys ask about provider training, but do not specify whether the 
training is for children with special needs.  The ECLS-B cites the original source 
of its questions as the National Association for the Education of Young Children 
(NAEYC) Accreditation in California Study.  The ECLS-B collects the data from 
child-care centers, whereas NHES 1995 collects it from parents.   
 
California-specific data can be obtained from the California Commission on 
Teacher Credentialing.  In California, early childhood educators are required to 
be certified by the California Commission on Teacher Credentialing (CCTC) to be 
hired by a public school system.  Furthermore, to work with children with special 
needs, early childhood educators need to be certified in one of the following six 
categories of specialization: mild/moderate disabilities, moderate/severe 
disabilities, visual impairments, deaf and hard-of-hearing, physical and health 
impairments, and early childhood special education.  Educators are required to 
complete a special education teacher preparation program, including student 
teaching, in the area of specialization.  The number of educators trained to teach 
children with special needs can be obtained from the CCTC’s certification 
records. 
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The California Compensation and Retention Encourage Stability (CARES) 
initiative seeks to encourage child-care provider training and retention by 
providing stipends to child-care providers.  This program is partially funded by 
Proposition 10.  Data about training may be available through this project.2 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 

• 

• 
Founded in North Carolina and now in 19 states, the Teacher Education and 
Compensation Helps (T.E.A.C.H.) Early Childhood Project aims to improve child 
care by training child-care workers. This program has been successful in 
increasing the number of child-care providers who receive training by providing 
them with compensation for that training.

To date, no information in this area has been located.  One possible concern is 
that child care providers with little or no training might be less likely to respond to 
a survey, producing a low return rate or biased sample. 
 

Cultural issues: 
The percentage of teachers who are from diverse backgrounds who teach 
children with special needs is in inverse proportion to the percentage of their 
students of diverse backgrounds.  Approximately 86 percent of the teachers of 
children with special needs in the United States are white, whereas only 10 
percent are African-American, 2 percent are Hispanic/Latino, and 2 percent are 
other ethnicities.4 
 

Sensitivity to change: 

3 
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lack the ability to correctly identify children with special needs.   

I.  Children receive early screening and intervention for developmental 
delays and other special needs. 
5.  Number and percentage of primary care or early education providers 

who use developmental screenings for all children under age 3 (P) 
Category: Performance measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of health care providers who screen for the 
following 13 disabilities identified by the Individuals with Disabilities Education 
Act (IDEA): autism, deaf-blindness, deafness, hearing impairment, mental 
retardation, multiple disabilities, orthopedic impairment, other health impairment, 
serious emotional disturbance, learning disability, speech or language 
impairment, traumatic brain injury, and visual impairment.  The percentage is 
calculated by dividing the number of primary providers or early education 
providers who conduct physical, cognitive, emotional, and behavioral screenings 
by the total number of primary care providers or early education providers for 
children in the community/state.  Note that by including both primary care and 
early education providers in this indicator, double counting is possible because 
some children may receive two or more screenings.  However, including both 
provides a more complete picture. 
 
Why is this indicator important? 
 
Early identification of developmental delays is crucial to improving 
outcomes.  Early developmental screening and identification of special needs 
can assist children to develop their full potential.12  Many studies find that early 
identification and intervention for children with special needs results in enhanced 
developmental gains and a reduction in the development of problems.6,7,13,20   
 
Most pediatricians screen for developmental disabilities.  Because most 
children are seen for health care at primary health care facilities, they provide an 
ideal setting for developmental screenings.4  It appears that many pediatricians 
conduct developmental screenings in one way or another.  A survey found that 
pediatricians use both nonstandard and standard methods to screen for 
developmental disabilities, with 90 percent using nonstandard methods and 51 
percent using standard methods.3 
 
Despite its importance, parents encounter several barriers to receiving 
identification and intervention services for their children with special 
needs.  The first barrier is their primary health care provider’s lack of knowledge 
about children with special needs.10  A majority of pediatricians believe they do 
not have enough training in developmental disabilities.3  Another barrier is that 
some primary health care providers may not take parents seriously when they 
indicate their child’s special need.10  It appears that many health care providers 



 

 
Developmental screenings allow for the identification of children who 
should receive a more intensive diagnosis or assessment for a potential 
special need or disability.15  The screening tests examine a child’s 
performance in several areas of normal development and look for deficiencies.14  
The IDEA Amendments of 1997 require early identification and intervention for 
children with developmental disabilities.11  Identification of children with special 
needs allows them to receive appropriate interventions and services.  Since the 
passage of the IDEA Amendments of 1997, the focus of developmental 
screenings has been on children from birth to 2 years.4  Developmental delays 
such as hearing loss, mental retardation, and some pervasive developmental 
disorders can be treated if detected early on.9,21  For example, the early 
identification of hearing deficits may help prevent negative outcomes such as 
language skill delays.5 
 
Who else currently uses this indicator? 
 
The American Academy of Pediatrics (AAP) has used this indicator.  The AAP 
collected data on developmental screening practices of health care practitioners 
in 1991 in its Periodic Survey of Fellows.  To our knowledge, this is the only 
example of this indicator in use. 
 
What are the possible sources of data for this indicator? 
 
Data can be collected directly from health care providers.  This information can 
be obtained by surveying the medical associations in California.  Communities 
wishing to gather this indicator can survey a representative sample of health care 
practitioners.  Another way to gather this indicator is to examine health care 
practitioner records for the type of services provided. 
 
Standard national survey items are available online.  The 1993 and 1999 
National Household Education Survey (NHES) gathered parent report 
information about whether a child received preventive care.1,2  The National 
Health Interview Surveys (NHIS) for 1998, 1999, and 2000 gathered parent 
report information about whether a child was identified by a health practitioner as 
having a developmental delay.18  
 
Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
There is no official classification system for disabilities across states.  IDEA 
recognizes 13 disabilities; however, only “learning disability” has a set 
classification criteria.   
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• Sensitivity to change: 
Because this indicator is not widely collected, to our knowledge there are also no 
interventions to change this indicator.  In addition, many disabilities can be 
treated only, not cured. 
 
• Other: 
Differences have been found among the various ways that states classify 
children.16,17,19  In addition, screening practices also vary from state to state.8  
This may make state-to-state comparisons difficult. 
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relationships, such as peer interactions, which can help ensure a smoother 

J.  Children live in home environments supportive of optimal cognitive 
development. 

1.  Number and percentage of families who report reading or telling 
stories regularly to their children, 3 to 5 years of age (P or C) 

Category: Outcome measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of parents or primary caregivers who report 
reading or telling stories to their children (3 to 5 years of age) regularly.  The 
percentage is calculated by dividing the number of families who report reading or 
telling stories to their children regularly by the total number of families.   
 
Recent studies of Hispanic literacy in the United States have shown that 
storytelling—central to many cultures—serves many of the same functions and 
has similar literacy development results as reading to children.11 
 
Why is this indicator important? 
 
Reading to children builds language and literacy skills essential for 
success in school.  Children who are exposed to reading early in their 
development experience greater success in school.10  Reading to children is 
related to positive outcomes in the areas of language development, emergent 
literacy, and reading achievement.2  Specifically, early reading exposure 
promotes enhanced awareness of the function of print, recognizing sequence in 
stories, emergent writing skills, increased vocabulary, enhanced awareness of 
social conventions of speech, and enhanced ability to follow oral directions.11  
These skills contribute to a child’s ability to express thoughts and feelings both in 
written and spoken form.11  Reading to and with children also increases the 
child’s cognitive awareness of the names and shapes of letters.11  Reading to 
children has been shown to help develop imagination and creativity and to help 
motivate children to begin to read, which in turn helps them do better in school.14  
 
Students who experience problems with early language skills are reported by 
teachers to be the most “unready” in their classes.1  Furthermore, it has been 
well-documented that children who have difficulties learning to read do poorly in 
school, limiting their range of life opportunities.9,18-20 
 
Reading to children improves children’s interpersonal skills.  In addition to 
language and literacy outcomes,  shared reading contributes to social interaction 
skills needed in school.2  Reading to young children can encourage positive 
parent-child interactions, which have an important influence on children’s social 
and emotional development.11  Research has shown that child behavioral and 
cognitive outcomes are partially mediated by the quality of mother-child 
interactions.23  Positive mother-child relations also contribute to other social 



 

transition to school.22  Children who are able to establish and maintain 
friendships adjust to school more positively and have more friends.  Enhanced 
social and communication skills help to create an environment that is more 
conducive to learning.12   
 
Other organizations and states recognize the importance of reading to 
children.  The importance of early literacy activities to later development in 
reading is gaining national attention.  A major report by the National Academy of 
Sciences highlights the benefits of parental reading to young children, and the 
U.S. Department of Education is devoting increased attention to the topic with 
programs such as Early Reading First.  A number of websites are also devoted to 
disseminating information to parents and caregivers about the importance of 
reading to young children5,13,16  In addition, family literacy and reading are the 
focus of statewide efforts in Colorado, Ohio, Oklahoma, Tennessee, and 
Delaware.  (See indicator J8.)  
 
Who else currently uses this indicator? 
 
National and state efforts use this indicator because of its strong relationship to 
children’s readiness for school.  This indicator is tracked nationally by Head Start, 
the Kaiser Family Foundation, the National Education Association, the U. S. 
Department of Education, and the U.S. Department of Health and Human 
Services.21  The Child Trends Databank tracks this indicator,3 as does America’s 
Children: Key National Indicators of Well-Being 2002.8  Note, however, that these 
organizations use the percentage of children read to, not the percentage of 
families who read to their children. 
 
Examples of states that track family literacy activities as part of their school 
readiness efforts include Hawaii, Missouri, and Rhode Island. 
 
Several national and statewide surveys have included questions about family 
reading and storytelling.  The surveys include the Early Childhood Longitudinal 
Study, Kindergarten Cohort in the Fall Parent Questionnaire,4 the National 
Household Education Survey Parent Interview,15 the Head Start Family and Child 
Experiences Survey,6,7 and the National Survey of America’s Families.17  
 
What are the possible sources of data for this indicator? 
 

 
Relevant, standard national survey items for the surveys mentioned above are 
available online.  Items include questions about how often family reading and 
storytelling occur in the home over a specific time period (e.g., in the last week). 
 

The best way to collect data on this indicator is to survey a representative sample 
of parents.   
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Are there any key issues or concerns about the use of this indicator? 
 
• 
Several national studies have found this indicator to be predictive of future school 
success.  However, national levels fluctuated during the 1990s.
fluctuation at the county level may not be related specifically to this phenomenon, 
but may instead be related to the measurement of this indicator. 

• Sensitivity to change: 

 
• 
As noted above, storytelling is central in many cultures and serves to support 
literacy development in some of the same ways as reading to children.  It may be 
helpful to collect information on both storytelling and reading.  When possible, 
data should be disaggregated by ethnic groups. 
 
• Other: 

Validity/Reliability:  

8  Therefore, 

 

The national average for young children read to by a family member every day 
has fluctuated since the 1990s (increasing from 53 percent in 1993 to 58 percent 
in 1995, then dropping back to 54 percent in 1999 and then rebounding to 58 
percent in 2001).2  Although specific programs (e.g., Read to Achieve and 
America Reads) may increase reading to children among program participants, 
changes are not pervasive enough to affect national averages. 

Cultural issues:  

People living in poverty may have less free time, lower levels of education, higher 
rates of illiteracy, and less money to spend on books—any of which may result in 
less time spent reading to their young children.  In 2001, only 48 percent of 
children ages 3 to 5 in families with income below the poverty level were read to 
by a family member every day, compared with 61 percent of children in families 
with income above the poverty level.8  When possible, data should be 
disaggregated by economic levels. 
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J.  Children live in home environments supportive of optimal cognitive 
development. 

2.  Number and variety of reading materials in a child’s home (P) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the amount of books, magazines, newspapers, and 
encyclopedias within a child’s place of residence.2  The variety of reading 
materials in a child’s home refers to how many of the previous four categories 
are present within a child’s home.2  
 
Why is this indicator important? 
 
Achievement in school is related to the amount of reading material in the 
home.7  In the 1970s and 1980s, the average amount of reading material in U.S. 
homes declined, as did proficiency scores in schools.2  Although a causal linkage 
cannot be assumed, the pattern of findings is consistent with reading material 
contributing to reading proficiency.  The number of books in the home is 
additionally considered to be an indicator of a family that is supportive of literacy 
development.5  A recent International Association for the Evaluation of 
Educational Achievement (IEA) study shows that the availability of books in the 
home and at school is important for the development of a child's reading and is 
correlated with high school grades.5  Additionally, the amount of reading material 
in a home, along with other important factors such as shared book reading and 
the number of trips a family takes to the library, helps to develop emerging 
literacy and reading skills in children.14  
 
Having a wide variety of reading materials in the home also appears to be 
important, correlating with higher levels of reading proficiency.  Parents 
who are readers and buy a variety of reading materials are more likely to have 
children who are readers, increasing their chances for academic success.12  For 
example, 17-year-olds who had 4 or more kinds of reading materials (books, 
magazines, newspapers, and encyclopedias) in their homes scored 25 points 
higher on the 1990 National Assessment of Educational Progress (NAEP) 
reading exam than those with two or fewer kinds of reading materials.2  Children 
with a larger variety of reading materials (four or more) available also tend to 
have higher average scores on the NAEP math exams8 and are also more likely 
to be read to by a parent than children with fewer reading materials (See 
indicator J1.) 
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Who else currently uses this indicator? 
 

 

 

National efforts monitor this indicator for children’s school readiness. 

The alternate indicator is measured by the Educational Testing Service and is 
used as a measure by NAEP.9  Additionally, information on the Even Start 
program is available in the Even Start Family Literacy Data. 

What are the possible sources of data for this indicator? 
 
Data can be directly assessed.  The 1990 results of a direct survey of teens (who 
had similar amounts and types of reading materials in the home as younger 
children) about the amount and variety of reading materials in the home are 
graphed nationally and by state in America’s Smallest School: The Family.1  
 

 

Standard survey items are available online.  A question on the original indicator 
can be found in the Early Childhood Longitudinal Study, Kindergarten 
Cohort(ECLS-K) in the Fall Parent Questionnaire in the Home Environment, 
Activities, and Cognitive Stimulation section.3,4  For questions on the amount of 
children’s books in the home, as well as the amount of all books in the home, see 
the Head Start Family and Child Experiences Survey (FACES).6 

Are there any key issues or concerns about the use of this indicator? 
 
• 
The Raising a Reader Program has been implemented in a number of San 
Mateo County child-care facilities with low- and middle-income children.
program provides children with a bag of three books each week that they return 
the following week.  The program has shown success in encouraging developing 
literacy skills, narrowing the literacy gap between low- and middle-income 
groups, increasing the amount of books in the home, increasing the amount of 
average library trips per family, and increasing the frequency with which 
participating children read with their parents.
 
• 

Sensitivity to change: 

11  The 

10  

Other: 
This indicator may be related to economic status, as parents who cannot afford 
to buy books are unable to provide a literacy-rich environment for their children.  
This situation can be exacerbated by a lack of libraries in low-income areas, or 
when they are present, the libraries are often inconveniently located, under-
funded, and outdated.13  Some families may not be able to afford to accumulate 
books in the home or do not view doing so as a priority. 
 

 J2 - 2



 
 

Sources 
 

1 America's smallest school: The family, ftp://ftp.ets.org/pub/res/smschool.pdf 
 

 

2 Barton, P. E., & Coley, R. J. (1992). America's smallest school: The family. Princeton, NJ: 
Educational Testing Service: Policy Information Center. 
3 Early Childhood Longitudinal Study- Kindergarten Cohort (ECLS-K), Question HEQ.010. 
http://nces.ed.gov/ecls/pdf/fallkind/interview.PDF 
 

ood Longitudinal Study- Kindergarten Cohort: Fall Parent Questionnaire, Question 
HEQ.050. 
4 Early Childh

http://nces.ed.gov/ecls/pdf/fallkind/interview.PDF 
 

5 Elley, W. B. (1992). How in the world do students read?: IEA study of reading literacy. Hamburg: 
The International Association for the Evaluation of Educational Achievement. 
 

6 Head Start Family and Child Experiences Survey (FACES), 
http://www2.acf.dhhs.gov/programs/hsb/hsreac/faces/pdf/pfaces99.pdf 
 

 

7 Mullis, I. V. S., Dossey, J. A., Foertsch, M. A., Jones, L. R., & Gentile, C. A. (1991). Trends in 
academic progress: Achievement of U.S. students in science, 1969-70 to 1990; mathematics, 
1973 to 1990; reading, 1971 to 1990; writing, 1984 to 1990. Washington, D.C.: U.S. Department 
of Education. 
8 Mullis, I. V. S., Dossey, J. A., Owen, E. H., & Philllips, G. W. (1991). The state of mathematics 
achievement: NAEP's 1990 assessment of the nation and the trial assessment of the states. 
Washington, D.C.: U.S. Department of Education. 
 

9 National Assessment of Educational Programs, http://nces.ed.gov/nationsreportcard/naepdata 
 

Community Foundation. (2000). Evaluating the Impact of the Raising a Reader Book 
Bag Program. Palo Alto, California: Pacific Consulting Group. 
 

ng a Reader Program, 

10 Peninsula 

11 The Raisi http://www.raisingareader.org/pdfs/rar_phase1_eval.pdf 
 

 

 

12 Shanker, A. (1993). The home school. In Where we stand, 1993. Washington, D.C.: American 
Federation of Teachers. 
 

13 White Otto, B. (1993). Signs of emergent literacy among inner-city kindergartners in a story 
book reading program. Reading and writing quarterly: Overcoming learning difficulties, 9, 151-
162. 
14 Whitehurst, G. J., & Lonigan, C. J. (1998). Child development and emergent literacy. Child 
Development, 69(3), 848-872. 

 J2 - 3

ftp://ftp.ets.org/pub/res/smschool.pdf
http://nces.ed.gov/ecls/pdf/fallkind/interview.PDF
http://www2.acf.dhhs.gov/programs/hsb/hsreac/faces/pdf/pfaces99.pdf
http://nces.ed.gov/nationsreportcard/naepdata
http://www.raisingareader.org/pdfs/rar_phase1_eval.pdf


 
 

 



 

J.  Children live in home environments supportive of optimal cognitive 
development. 

Category: Outcome measure 
 

3.  Amount of educational television a child watches per weekday (P) 
4.  Amount of educational television a child watches per weekend day 

(P) 

What is the definition of this indicator? 
 

 

This indicator refers to the number of hours every day, Monday through Friday, 
that a child, 0 to 5 years of age, watches programs that emphasize "formal" 
(classroom) and "informal" (cultural, children's, or lifelong learning) instructional 
programming.3  The amount of educational television a child watches per 
weekend day is the same, except that it measures Saturday and Sunday.  
 
Note: To properly use this indicator as a measure it is necessary to define 
categories for the number of hours that television is watched.  The National 
Assessment of Education Progress uses 1, 2, 3, 4, 5, and 6+ hours as possible 
responses for the amount of television a child watches.   

Why is this indicator important? 
 

 
These early achievements set children on paths for later success in school 
and help to provide the motivation and confidence children need to expect 
school success in the future. ion during 
childhood is also positively related to high school grades and to teen book use 
(although both of these may be related to other outside variables such as 
parental beliefs about education or parents’ monitoring of the viewing habits of 
their children).
 

Educational television can enhance math, language, and literacy 
development.  Time spent watching educational television rather than all 
television is related to emergent literacy outcomes much as is shared reading.7,15  
Numerous studies show that viewers of educational television learned both 
cognitive and social skills from such shows as Mr. Rogers’ Neighborhood, 
Sesame Street, and Captain Kangaroo.17  The National Household Education 
Survey has shown that prekindergarten children who watched Sesame Street 
and Reading Rainbow were more likely to be able to count to 20, identify the 
primary colors by name, and show other signs of emerging literacy and 
numeracy than their counterparts who did not view the programs.20  First and 
second graders who watched Sesame Street were more likely to read on their 
own and less likely to need special help for reading problems.20  Among children 
in low-income families, viewing Sesame Street at ages 2 and 3 was a positive 
predictor of vocabulary and math skills at age 5.19   

9,10  Watching educational televis

13 
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Educational television shows stimulate children’s creativity and 
imaginations by providing them with ideas to draw on during creative 
tasks.11  Studies show programs designed to help promote creativity and 
imagination increase social and cognitive problem solving.4  Viewing educational 
programs that attempt to emphasize creative development in children is also 
found to be a fair predicator of their future likelihood for taking art classes, being 
involvement in creative activities, and being able to comprehend and explain 
ideas.2  According to research studies, this association is associated with the 
moderate pace found in educational television shows.  Programs like cartoons 
and violent television shows are faster paced and driven by more audio/visual 
effects.  This faster pace has been shown to be negatively associated with 
creativity and with the ability to comprehend and explain complex ideas.12 
 

 

Early exposure to certain types of television shows is also positively 
associated with viewing habits later in life.  Those children who watched 
educational television shows were found to watch more informative television 
shows later in life.  Likewise, children who watched more violent, sports, and 
entertainment-based shows were more likely to watch these types of shows later 
in life.2  

Who else currently uses this indicator? 
 

 

 

Several national efforts monitor this indicator.  Healthy People 2010 tracks the 
number of children who watch television 2 or fewer hours a day.18  The Child 
Trends DataBank tracks hours of television watching.5 
 
Additionally, this indicator (using varying age groups) is tracked nationally by the 
Carnegie Commission on Educational Television, the Federal Communication 
Commission, Nielson Media Research, and the Public Broadcast Service to 
determine the amount of viewers watching educational programming on 
television. 

Rhode Island is an example of a state that collects data on this indicator. 

What are the possible sources of data for this indicator? 
 
Data can be directly assessed.  The 1990 results of a national survey pertaining 
to general television watching habits of teenagers can be found in America’s 
Smallest School: The Family, a survey conducted by the Educational Testing 
Service.
 
Standard national survey questions are available online.  A question pertaining to 
the general educational television viewing habits of young children can be found 
in the Early Childhood Longitudinal Study, Kindergarten Cohort (ECLS-K) in the 
Fall Parent Questionnaire.
 

1  
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Additionally, the Nielson television ratings accurately track the amount of viewing 
for all types of television across all demographic groups.  It is possible to contact 
the Nielson Media Research group online.
 

16 

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 

 
• 

• 
Both of these indicators may be affected by parents’ educational levels, families’ 
economic class, and the child’s gender.  A study of adolescent TV viewing 
behavior showed that adolescents whose parents had relatively low levels of 
education and income spent more time watching television and less time with 
other forms of media than their counterparts. es 
tend to watch about 1.5 hours more television per week than females.  
Conversely, females tend to watch more educational types of television shows.
These factors should be taken into account when tracking television viewing and 
considering its implications for children. 

The type of child care (if any) in which a child participates, as well as the ability of 
the family to afford a television, are contributing factors to the amount of 
television (educational or otherwise) that a child watches.13 

Sensitivity to change: 
Both of these indicators are sensitive to change insofar as educational shows 
such as Sesame Street and Mr. Rogers’ Neighborhood are available and can 
attract large viewing audiences.  Change can be greatly intensified, however, 
through parental encouragement of viewing and through discussion of shows 
with parents.6 
 

Other: 

14  Studies also showed that mal

2  
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J.  Children live in home environments supportive of optimal cognitive 
development. 

Category: Outcome measure 
 

5.  Amount of noneducational television a child watches per weekday 
6.  Amount of noneducational television a child watches per weekend 

day 

What is the definition of this indicator? 
 

 

This indicator refers to the hours (Monday through Friday) that children 0 to 5 
years of age watch programs that do not emphasize "formal" (classroom) or 
"informal" (cultural, children's, or lifelong learning) instructional programming.3  
The amount of noneducational television a child watches per weekend day is the 
same, except that it measures it during Saturday and Sunday. 
 
Note: To properly use this indicator as a measure it is necessary to define 
categories for the number of hours that television is watched.  The National 
Assessment of Education Progress uses 1, 2, 3, 4, 5, and 6+ hours as possible 
responses for the amount of television a child watches.   

Why is this indicator important? 
 

 

 

Children who watch long hours of television (3 hours a day or more) also 
have the lowest math and literacy proficiency levels in school.  Although this 
relationship has not been proven causal, a 1990 National Assessment of 
Educational Programs(NAEP) study shows that among 17-year-old students, 
those who watched the least television attained the highest mathematics 
proficiency scores..13   

Early exposure to certain types of television shows is also positively 
associated with viewing habits later in life.  Those children who watched 
educational television shows were found to watch more informative television 
shows later in life.  Likewise, children who watched more violent, sports, and 
entertainment-based shows were more likely to watch these types of shows later 
in life.2 

Programs with violent content or content aimed solely at entertainment 
were found to have a negative association with later creativity and a 
positive association with passivity.9  Viewing educational programs that 
attempt to emphasize creative development in children is found to be a fair 
predictor of future creative activity (e.g., the likelihood of taking art classes, 
involvement in creative activities, the ability to comprehend and express complex 
ideas).2  According to studies, this association is conveyed through the moderate 
pace found in educational television shows.  Programs like cartoons and violent 
television shows are faster-paced, driven by more audio/visual effects.  This 
faster pace has been shown to be negatively associated with creativity and with 
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the ability to comprehend and explain complex ideas.9  For instance, children 
who watch violent television tend to foster aggressive fantasies, to be restless, 
and to be impulsive.  These three characteristics have been shown to decrease 
children’s ability to be creative.17 
 

 

Through the stereotypical behaviors and character development seen in 
many programs, children begin to form a view of the world coinciding with 
what they see on television.8  Television programming has enforced traditional 
gender roles through observational learning.10  Children’s noneducational 
television programs, in particular, present a more gender-stereotyped picture of 
the world than do adult programs.  In cartoons, men tend to be the dominant 
figures that solve problems, whereas women are portrayed as less intelligent, as 
well as sweet and childlike.8  Socialization through television is also seen in 
shows depicting violence.  Children who watch violence on television experience 
increased aggressive thoughts and behaviors, as well as higher systolic blood 
pressure.4  Repeated viewing of violence over long periods of time may have 
more marked implications.7 

Who else currently uses this indicator? 
 
Several organizations track these indicators.  The Federal Communications 
Commission, Nielson Media Research, and most television production track the 
number of viewers watching television programming.  Many of these groups also 
have information broken down by age groups and other demographic 
distinctions. 
 

Rhode Island is an example of a state that collects data on this indicator. 
 

 

The Child Trends DataBank tracks the number of hours spent watching 
television.5 The Healthy People 2010 tracks the number of children who watch 
television 2 or fewer hours a day.18  Trends in the Well-Being of America’s 
Children & Youth: 2001 additionally monitors all TV watching by adolescents.19   
 

The Nielson television ratings track the number of viewers for all types of 
television viewing across all demographic groups. The data that Nielson Media 
collects can be broken down into more localized areas (cities or local markets) 
and by demographic groups (e.g., 6-11 year olds, 2-11 year olds, men, 
women).16 
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What are the possible sources of data for this indicator? 
 

 

 

Data for this indicator can be directly assessed.  The 1990 results of a survey 
pertaining to general television watching habits of teenagers can be found in 
America’s Smallest School: The Family, a survey conducted by the Educational 
Testing Service.1  

This indicator is measured in the Early Childhood Longitudinal Study, 
Kindergarten Cohort (ECLS-K) as the total number of hours spent watching 
television on weekends and weekdays.6  The National Assessment of 
Educational Programs (NAEP) asks about the average number of hours children 
spend watching television daily.14  The NAEP data can also be broken down by 
state.  The National Longitudinal Survey of Youth also measures the amount of 
hours that children watch television on weekends and weekdays.15 

Are there any key issues or concerns about the use of this indicator? 
 
• 

• 
Both of these indicators are sensitive to change with the emergence of new 
programs as evidenced by the popularity of some children’s television shows 
such as The Mighty Morphin Power Rangers, Pokemon, Rugrats, and Power Puff 
Girls.  These shows develop large followings and affect the amount of television 
viewed by children. 

• 
Both of these indicators may be affected by the educational levels of parents, 
economic class, and gender.  A study of adolescent TV viewing behavior showed 
that adolescents whose parents had relatively low levels of education and 
income spent more time watching television and less time with other forms of 
media than their counterparts. o showed that males tend to watch 
about 1.5 hours more of television per week than females.  Conversely, females 
tend to watch more educational types of television shows.
be taken into account when tracking the rates and implications of television 
viewing.  

Reliability/Validity: 
The type of child care (if any) in which a child participates, as well as the ability of 
the family to afford a television, are contributing factors to the amount of 
television (educational or otherwise) that a child watches.11 
 

Sensitivity to change: 

 
Other: 

12  Studies als

2  These factors should 
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J.  Children live in home environments supportive of optimal cognitive 
development. 

7.  Number and percentage of parents taking parenting skill classes 
focused on supporting child development (P) 

 
Category: Performance measure 

What is the definition of this indicator? 
 
This indicator refers to the number of parents who are enrolled in classes that 
teach how to encourage children to learn and become aware of their 
environment.  The percentage of parents taking parenting skill classes that focus 
on supporting child development is calculated by taking the previous number and 
dividing by the total number of parents.  
 
Why is this indicator important? 
 
Parenting education classes have been linked to short-term positive effects 
on maternal knowledge, attitudes, and behavior.8,14,15  (See indicators C4 and 
L4.)  These effects are measured through surveys such as the Home 
Observation for Measurement of the Environment Screening Questionnaire 
(HSQ) or through evaluation by child-care providers and pediatricians. (See 
indicator O1.) 
 
Accredited educational programs that include multiple approaches seem to 
have the best outcomes for both parent and child behavior. ted 
programs such as Even Start have experienced great success in combining 
multiple approaches and services to prepare children for school.3  These can 
include parent/child together time (reading together), parenting education, adult 
literacy, basic education, General Educational Degree (GED) preparation, 
English for Speakers of Other Languages (ESOL), high school, and 
developmentally appropriate early childhood education.   

5,18  Integra

Larger family-improvement programs report measurable gains in terms of 
parental skills.  Even Start parents made significant, moderate-sized gains on 
the HSQ, which is intended to measure the quality of cognitive stimulation and 
emotional support parents provide to their children.  By way of comparison, 
parents from a control group in a study of the Comprehensive Child Development 
Program did not achieve gains on the HSQ.  During the second national 
evaluation, depending on the age of the child and the year in question, between 
36 and 54 percent of parents scored 75 percent or higher correct answers on the 
HSQ posttest.2 

Parenting skill classes encourage positive parent-child interactions.  Early 
interactions have an important influence on children’s emotional development.11  
For instance, mother-child interactions appear to be the pathway through which 
such characteristics as literacy and mental well-being are transmitted from 
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mothers to their children.  Mothers who are literate and not depressed tend to 
have better quality interactions with their children, and those interactions in turn 
predict better academic and behavioral outcomes for the children.6,20  
Additionally, quality interactions with parents benefit the development of other 
social interactions for children, which promotes a smoother transition to school.19  
Children who are able to establish and maintain friendships are perceived to 
adjust to school more positively and have more friends.10  This enhanced social 
interaction and increased communicative ability aids in creating an environment 
conducive to learning.10 
 

 

Parenting education classes provide the best results, for both parent and 
child, when coupled with family literacy and adult education programs.  If a 
program addresses family literacy, adult education, and parenting education 
together and is of high quality and sufficiently structured to bring about 
sustainable change over time for parents, the chances of improving children’s 
outcomes are greatly increased.3  (See indicators J8 and N6.)  Programs that 
combine these three aspects, such as Even Start, have made impressive gains 
in all three areas.2  Large programs that offer these variety of services generally 
provide better educational opportunities than do smaller programs that focus on 
only one aspect of family literacy.3 

Who else currently uses this indicator? 
 
This indicator is currently used by the National Education Association and the 
U.S. Department of Education.   
 
Rhode Island and Tennessee, among others, also use this indicator in their effort 
to improve parenting skills. 
 
What are the possible sources of data for this indicator? 
 
The Early Childhood Longitudinal Study, Kindergarten Cohort (ECLS-K)
National Household Education Survey (NHES), Parent Interview12 collect 
information on this measure.  
 

 

1 and the 

The Tennessee Family Literacy Survey16 contains a state-based question on 
parental skills educational opportunities offered through family literacy programs.  

Are there any key issues or concerns about the use of this indicator? 
 

Sensitivity to change:  • 

 

This indicator is sensitive to change as evidenced by programs like Even Start, 
which has grown from an enrollment of 2,450 participating families in 1989-1990 
to 34,400 participating families in 1996-1997.17 
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Studies on interventions aimed at improving parenting skills indicate that 
parenting behaviors can be changed, but not easily.
have been successful in changing some domains of parenting and some of those 
changes resulted in improved child outcomes.  Note that the strategies 
implemented in these interventions vary widely.  Intensive interventions with 
explicitly defined goals have generally been evaluated with greater rigor and 
provide consistent positive conclusions.4  Results of evaluations of more general, 
broad-based programs are less conclusive.  
 
The national Even Start evaluation concluded that more than 80 percent of Even 
Start projects provided the wide variety of support services (including adult 
education, family literacy, and parenting skills classes) needed to help parents 
and children increase their general literacy.
national tests and surveys Even Start has demonstrated gains in adult education, 
increased literacy (for both parents and children), and improved parenting skills.2 

• Other: 

 
The effectiveness of programs also largely depends on variables such as the 
program design, structure, and student-to-teacher ratios.
 
This measure requires a clear definition of what constitutes parenting skills.  
Without a clear definition, determining what differentiates a parenting skills class 
from any other type of educational class would be difficult. 

13  A number of programs 

15  Through the use of multiple 

 

Because parenting skills programs can vary in their emphasis (i.e., encouraging 
behavior, teaching children lifelong skills, providing proper healthcare), grouping 
them into one indicator may be problematic.  The child outcomes associated with 
different parenting skills may vary.  For instance, a parenting program focusing 
on the proper healthcare of children would enhance the child’s physical health 
and well-being and indirectly influence other outcomes.  However, a parenting 
program focusing on appropriate discipline should decrease problem behaviors 
and could increase the quality of the relationship between the parent and child.9 
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J.  Children live in home environments supportive of optimal cognitive 
development. 

8.  Number of family literacy programs in the community and number of 
spaces available in family literacy programs in the community (C) 

Category: Structural measure 
 
What is the definition of this indicator? 

 
Why is this indicator important?

This indicator refers to whether programs exist in the community that families 
with children 0 to 5 years of age can join with the aim of building parental reading 
skills through work with literacy tutors, teaching parents how to read to their 
children, and providing encouragement and guidance in making reading a daily 
family activity.  Many family literacy programs also provide pre-reading activities 
for young children, multigenerational literacy instruction, and other activities that 
encourage families to read and learn together.1  The number of spaces in family 
literacy programs in the community refers to the total number of families, with 
children 0 to 5 years of age, which can be accommodated by family literacy 
programs in their community. 

 
 
Family literacy programs can enhance children’s cognitive development by 
educating parents about the role of the parent teacher.  Before the age of 3 
or 4, children’s cognitive and behavioral patterns reflect the conditions and 
values that surround them at home.  Family literacy programs try and improve 
general family literacy practices and teach parents about their role as parent 
teachers.8,12  Preschool age children who attend family literacy programs have 
been widely shown to enjoy being in school with their parents and enjoy 
attending the programs.  This component of family literacy—teaching children to 
like learning and the educational process—improves the chances of children 
achieving higher levels of educational attainment.8 
 
Family literacy programs help increase the general educational level of 
parents, improving their chances to enter and stay in the job market.13  
Studies show that parents gain math, reading, and verbal skills, as well as a 
greater sense of self-confidence, which serve to help them become and stay 
employed.
 

 

9   

Family literacy programs are part of a national policy to improve adult 
education.  The value of family literacy programs has become acknowledged on 
the national level with the passing of the Adult Education and Family Literacy Act 
(Title II of the Workforce Investment Act of 1998).16  The act demonstrates the 
federal government’s increased commitment to helping improve the conditions of 
many undereducated adults in the United States.   

Family literacy programs have additionally been shown to increase the 
likelihood, and the amount, that parents read to their children. (See indicator 

 J8 - 1



 

J1.)  Children who are exposed to reading early in their development experience 
greater success on starting school.7  Reading to children is related to positive 
outcomes, including language development, emergent literacy, and reading 
achievement.2   
 

 
Who else currently uses this indicator?

Family literacy classes have the best results, for both parent and child, 
when coupled with adult education and parenting education programs.  If a 
program addresses family literacy, adult education, and parenting education 
together and is of high quality and sufficiently structured to bring about 
sustainable change over time for parents, the chances of improving children’s 
outcomes is greatly increased. (See indicators J7 and N6.)5  Programs that 
combine these three aspects, such as Even Start, have made impressive gains 
in all three areas.4  Large programs that offer this variety of services generally 
provide better educational opportunities than do smaller programs that focus on 
only one aspect of family literacy.5 

 
 
This indicator is currently used by The National Center for Family Literacy,10 the 
National Education Association, and the U.S. Department of Education.  
Additionally, information on the Even Start program is available in the Even Start 
Family Literacy Data. 

Colorado, Delaware, Massachusetts, Ohio, Oklahoma, Pennsylvania, 
Tennessee, and Texas, among others, have implemented statewide family 
literacy programs and may have information on how many programs are in 
various communities and also how many spaces they have. 
 

 

What are the possible sources of data for this indicator? 
 
The best ways to collect data on this indicator is to survey a representative 
sample of parents or to identify all family literacy programs in the state through 
various state agencies such as the California Department of Revenue and the 
California Technology, Trade, and Commerce Agency. 
 

 
The 2001 National Household Education Survey (NHES) Parent Interview has 
collected data on family literacy activities, but not family literacy programs.
Additionally, a question pertaining to family literacy activities can be found in the 
Early Childhood Longitudinal Study, Kindergarten Cohort  (ECLS-K) in the Fall 
Parent Questionnaire to measure Home Environment, Activities, and Cognitive 
Stimulation.3  The Tennessee Family Literacy Survey contains a state-based 
question on family literacy activities (not family literacy programs).
 

Note: County Commissions should be able to survey programs in their counties 
and should be able to easily locate them if they are helping fund the programs. 

11  

15 
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Are there any key issues or concerns about the use of this indicator  
 
• Sensitivity to change: 
This indicator is sensitive to change as evidenced by programs like Even Start 
which has grown from an enrollment of 2,450 participating families in 1989-1990 
to 34,400 participating families in 1996-1997.
 
The national Even Start evaluation concluded that more than 80 percent of Even 
Start projects provided the wide variety of support services (including adult 
education, family literacy, and parenting skills classes) needed to help parents 
and children increase their general literacy.14  Through the use of multiple 
national tests and surveys Even Start has demonstrated gains in adult education, 
increased literacy (for both parents and children), and improved parenting skills.

• 

 

17 

4 
 

Other: 
The effectiveness of programs depends on variables such as the program 
design, structure, and student-to-teacher ratio.8 

Additionally, this indicator affects people of lower incomes differently from their 
higher earning counterparts.  People living in poverty generally have less free 
time to spend reading with their children, lower levels of education, higher rates 
of illiteracy, and less money to spend on books.  These factors result in only 48 
percent of the children age 3-5 who live below the poverty line being read to by a 
family member every day, compared with 61 percent of children who live above 
the poverty line.6  These issues need to be addressed before those who could 
most benefit from family literacy programs enter programs with their children.  
Additionally, people from these groups are less likely to participate in family 
literacy programs for many of the aforementioned reasons. 
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school. (See indicators A through F.)  High-quality early childhood care and 

K.  Children enter kindergarten ready for school. 
1.  Number and percentage of children entering kindergarten ready for 

school as determined by assessments completed by teachers and 
parents that indicate the child is ready in the areas of cognitive, 
social, emotional, language, approaches to learning, and 
health/physical development (P) 

Category: Outcome measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number and percentage of children who are ready for 
school upon entering kindergarten in multiple domains of development.  The 
California Children & Families Commission (CCFC) School Readiness Initiative 
has adopted the definition of children’s school readiness proposed by the 
National Education Goals Panel (NEGP).  That definition consists of the following 
five dimensions of development, each of which is important as children make the 
transition to kindergarten:4   
 
(1) Physical well-being and motor development (e.g., height, weight, general 

health/ill-health, gross and fine motor skills) 
(2) Emotional well-being and social competence (e.g., the ability to form positive 

relationships with teachers and peers, self-concept, ability to express feelings 
appropriately) 

(3) Approaches to learning (e.g., curiosity, task persistence, reflection) 
(4) Communicative skills (e.g., listening skills, vocabulary, emergent literacy) 
(5) Cognition and general knowledge (e.g., early mathematics knowledge, 

knowledge about the properties of objects).4   
 

The precise measurement of these domains will be determined as part of the 
CCFC School Readiness Initiative.  Consideration is being given to the Desired 
Results measure developed by the California Department of Education, Child 
Development Division because it provides continuity with other prekindergarten 
efforts in the state. 
 
Why is this indicator important? 
 
School readiness is important because children whose knowledge and 
skills are far behind those of their new classmates enter school at a 
disadvantage.  Children who have difficulty catching up in the early school years 
face greater challenges throughout their school careers.3  Investments in 
children’s early development can help them enter school ready to engage in 
learning and relationships.  For example, screening for and then treating health 
problems in the early years can prevent children from entering school with 
undetected and untreated vision, hearing, or dental problems, or with untreated 
chronic health conditions (such as asthma) that could hamper their adjustment to 



 

education settings can foster greater eagerness to learn and early 
communication and math skills in a way that sets children on a different course 
for learning in the early school years. (See indicators G through J.)  Similarly, 
positive relationships with parents and other caring adults in the early years help 
lay the foundation for establishing positive relationships with teachers and 
children in school.  (See indicators L through P.)  
 

• Identify needs for more or stronger community programs or investments  

 
School readiness is shaped and nurtured by the family and community.  
Children who experience families and communities that provide them with such 
things as healthy nutrition, safe places to live, engaging learning environments, 
and quality early education are more likely to be ready to learn when they enter 
kindergarten.  Therefore, families and communities need to be part of 
interventions aimed at improving children’s school readiness.   
 

 

Monitoring school readiness can inform both practice and policies.  For 
example, monitoring school readiness assessments can:   

• Identify children’s strengths and where they need more support 
• Suggest classroom pedagogical practices 

• Increase local, state, and national awareness and accountability for the 
well-being of children. 

Assessments of school readiness need to be done at multiple levels.  To 
understand how and why children are ready for school, assessments need to be 
conducted with the children themselves, their families, the schools that serve 
them, and their communities.   

Who else currently uses this indicator? 
 
Information about children’s school readiness is collected on several national 
surveys.  For instance, the Early Childhood Longitudinal Study, Kindergarten 
Cohort (ECLS-K) gathered information on each of these areas of development at 
kindergarten entry.2  The findings reported thus far from this national study have 
focused on individual skills or domains, not on global single scores. formation 
comes from parents, teachers, and direct assessment.  The sources vary 
depending on the component being addressed.  (For example, information on 
health is gathered from parents and direct assessments; information on social 
development comes from parents and teachers; information on cognitive 
development comes from teachers and direct assessments.) 
 

11  In

In the National Household Education Survey (NHES) information on children’s 
school readiness has been gathered through parent questionnaires across 
multiple years.5  In 1993, NHES contained a school readiness module that 
included items from all five NEGP dimensions of children’s development and 
behavior.  Items touched on every domain of child development included in this 
indicator.   
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Several states have collected information on the multiple aspects of children’s 
school readiness.  For example, for the health dimension, North Carolina 
collected information on children’s health status from parents, whereas Vermont 
and Missouri collected information from teachers.  For the social development 
dimension Missouri, North Carolina, and Vermont gathered information through 
teacher questionnaires.  For the communication skills dimension, North Carolina 
gathered information through direct assessment and a parent questionnaire, 
whereas Missouri and Vermont gathered it through teacher questionnaires.  For 
the cognitive development dimension, in North Carolina and South Carolina 
children were assessed directly; teacher questionnaires were used in Missouri.  
Finally, for the approaches to learning dimension, teacher questionnaires were 
used in Missouri and Vermont, whereas a parent questionnaire was used in 
North Carolina. 
 
What are the possible sources of data for this indicator? 
 
The possible sources for this indicator are teacher report, parent report, or direct 
assessment.  The recommended source varies, depending on the aspect of child 
development being examined (see Feasibility and Burden below).  These issues 
will be considered fully in the evaluation of the CCFC’s School Readiness 
Initiative.  
 
Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
Reliability issues vary depending on the source of information.  Direct 
assessment presents challenges because of difficulties in assessing young 
children accurately.  Some of the issues include young children’s rapid rates of 
growth (even over the course of the first few months of kindergarten), short 
attention spans, or hesitancy with an unfamiliar examiner.10  Given such issues, it 
may be difficult to accurately capture and quantify what a kindergartner knows 
and can do. 
 
Parent and teacher reports may also have problems with reliability.  When asking 
parents to report on their children’s development, because of the lack of a 
reference group, the parents may not be able to report accurately if asked to 
compare a child’s skills and status to those of other children of the same age.  
This is not a problem for teachers, who do have access to a reference group.  
However, one problem with teacher reports might be that teachers have varying 
expectations of children.  Therefore, a child might be rated by one teacher as 
developing adequately for a certain dimension, when another teacher might think 
that the same child is behind where he/she should be (i.e., a lack of consistency 
of ratings across different teachers). 
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Some have expressed concern about teacher ratings of children if a possibility 
exists that teachers feel that their own performance will be evaluated in light of 
the ratings.  Assessments or ratings carried out at the start of the year (e.g., the 
kindergarten year) can help guard against bias of this kind, as can carefully 
separating the completion of ratings on children from any form of promotion or 
feedback for the teachers.  Selection of specific instruments to use for direct 
assessments of children to contribute to a picture of their school readiness 
should take into account the record of the measure with respect to both reliability 
and validity.  Concerns may arise about the validity of direct assessments used 
with children who are learning English as a second language or are unfamiliar 
with the format and nature of interactions during direct assessment. 
 
• Sensitivity to change: 
Research indicates that a variety of early experiences and programs that young 
children are exposed to can positively influence the different dimensions of 
children’s school readiness.  High-quality child care has been found to lead to 
better outcomes in children’s social, language, and cognitive development than 
lower quality care.1,6-9  
 
• Cultural issues: 

• 
Thoroughly assessing all five dimensions of child development and functioning 
for a large number of children in a standard manner can be time-consuming and 
costly.  It is therefore important to identify a limited number of key indicators or 
items that can reliably and efficiently measure the five dimensions of children’s 
school readiness.   

• 

Some child assessments or ratings for parents to complete may not be available 
in languages other than English.  It is important to review the record of measures 
for any issues regarding their appropriateness for use with children of different 
cultures. 
 

Feasibility/burden: 

 
Other: 

Note that computing a single number or score for this indicator is impossible 
because of the multiple dimensions included in the definition of school readiness.  
In addition, given the current status of school readiness research, it would be 
inadvisable to create a cutoff score for “ready” versus “not ready” using this 
indicator.  We currently do not know how these domains function in combination.  
For example, a child with cognitive deficits but strong social skills may be worse 
off than a child who is strong in both areas but better off than a child with health 
problems.  Given such complexities, a summary score that collapses across 
dimensions, giving equal weight to each, would not be appropriate. 
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K.  Children enter kindergarten “ready for school”. 

 

2.  Number and percentage of children who participate in school-linked 
transition/school readiness immersion programs (P) 

Category: Performance measure 

What is the definition of this indicator? 
 
This indicator refers to the number of children who participated in school-linked 
transition/School Readiness immersion programs.  A percentage can be 
calculated by dividing the number of children who participated in such programs 
by the total number of children entering kindergarten. 
 
Why is this indicator important? 
 
The transition from early childhood care and education settings or home to 
kindergarten is significant in the lives of young children and can be a 
stressful time for both the children and their families.  Children must learn to 
accommodate to formalized routines, to be more independent and responsible, 
and to interact with teachers in ways that center around academic progress.
The transition is also important when considering how poverty affects schooling.  
Stratification begins early and can affect the entire course of a student’s 
education. er kindergarten lacking many of 
the competencies required for being successful in school.  This can create a 
mismatch between children’s skills and the expectations of schools and 
teachers. to kindergarten is a critical point in children’s 
lives, little research has been done on what practices can best facilitate a positive 
entry into kindergarten.  However, recommended transition practices have been 
formulated.   
 

 

10  

3  Many poor and minority students ent

3  Although the transition 

The transition to kindergarten involves connections between children, 
families, schools, and communities.  To facilitate successful transition, the 
connections between these spheres should be fostered.10  From the perspective 
of individual children, if a child has had the experiences necessary to develop 
certain skills and characteristics, the transition is likely to go more smoothly.  For 
instance, social skills have been found to be important, and the development of 
such skills can be facilitated before school entry by interactions with peers, either 
through parents’ creation of chances for their children to interact with other 
children or through preschool experience.6  Preschool participation can also 
benefit cognitive development, and cognitive gains can aid in the kindergarten 
transition by helping children to be placed in higher ability groups and 
heightening the expectations of teachers, setting children on a trajectory for 
success.2  
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The role that schools take when children are transitioning to kindergarten 
can influence how well children and families adjust to formal schooling.  
Contact between kindergartens and early childhood care and education settings 
has been a useful way to create smoother transitions.
can visit early care and education settings to become acquainted with their future 
students by interacting with them and by talking with their care 
providers/teachers.  Kindergarten teachers can then begin planning for individual 
students before they enter their classrooms, helping to ease the transition.
Another way to build connections is by arranging for children to visit the 
kindergartens they will be attending.  If children know what to expect in 
kindergarten, they may feel less anxiety during the transition.
 
Although connections between kindergartens and early childhood care and 
education settings are important, connections between schools and homes 
may be even more important, especially because not every child receives 
early care and education.  Schools should reach out to families before children 
enter kindergarten. udes written or personal 
communications with parents about the school and the steps they could be taking 
to prepare their children.  Other options are home visits by teachers or principals 
or orientation sessions before the school year begins.  It is also recommended 
that such practices continue after children transition into kindergarten through 
activities such as family visits to schools, the solicitation of parent volunteers in 
classrooms, and home visits by teachers. these strategies is 
increased parent participation in their child’s schooling/education, which has 
been shown to increase children’s success in school.
 

 
The transition to kindergarten can be made easier through connections 
between children, parents, schools, and community organizations.  These 
connections and the resulting smooth transition can help set children on a 
trajectory for continuing school success. 
 

11  Kindergarten teachers 

12  

5 

12  Recommended practice incl

11  Another benefit of 

8,9 

Connections between schools and community resources should also be 
fostered.  If schools are connected to health and social services, kindergarten 
teachers can respond to the individual needs of their students as children make 
the transition.12  Connections between schools and community organizations can 
also help educators find and contact the parents of children who are not enrolled 
in preschool before kindergarten.   

Who else currently uses this indicator? 
 
In the Early Childhood Longitudinal Study, Kindergarten Cohort (ECLS-K), 
information on schools’ transitional practices was gathered from teachers (e.g., 
young children spending time in kindergarten classrooms, home visits, parent 
orientation sessions before the school year).
information about the specific number of children or families that took part. 
 

1  However, ECLS-K did not gather 
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North Carolina’s 2000 school readiness assessment gathered information from 
teachers about their transitional practices and from parents about the transitional 
outreach that they received.
may have used with some or all students; parents were asked about outreach 
activities that they may have received. 
 
As part of Vermont’s assessment of kindergarten readiness, school principals 
were asked about their schools’ transition activities.  They also were asked to 
estimate the extent of parent participation.
 

7  Teachers were asked about activities that they 

4 

What are the possible sources of data for this indicator? 
 
Parents of entering kindergartners can be surveyed about participation in 
transitional programs or activities. Similarly, teachers and school principals can 
be surveyed about schools’ transitional programs and activities offered by or 
linked to their schools.   
 
Administrative records from school readiness immersion and other transitional 
programs can also be a source of data. 
 
Are there any key issues or concerns about the use of this indicator? 
 

Reliability/Validity: • 
The reliability of information gathered from parents about children’s participation 
in a specific transition activity or program may be questionable.  Parents may not 
be able to report accurately on the exact program or services that they or their 
children received.  The most accurate information on this indicator would come 
from examination of programs’ administrative records for the number of families 
served.   
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L.  Children are safe from intentional injuries in their homes and 
communities. 

1.  Number and percentage of children with substantiated or confirmed 
(open) cases of child abuse (C) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 
This indicator refers to the number of cases which, on investigation, show 
evidence of maltreatment or risk of maltreatment to a child.  The percentage of 
substantiated or confirmed cases can be calculated by dividing the number of 
substantiated or confirmed cases of child abuse among children ages 0 to 5 by 
the number of children 0 to 5 years of age. 
 
Why is this indicator important? 
 

 

 

 
Child abuse affects large numbers of children.  In particular, young children 
are most at risk for child abuse.
 

Child abuse and neglect can result in many short- and long-term negative 
outcomes.4,7,16  Psychological deficits such as aggression, depression, and 
posttraumatic stress disorder may occur.7  These deficits may impair a child’s 
ability to make and keep friends.5  Children who are able to establish and 
maintain friendships adjust to school more positively and have more friends.11  
Furthermore, children who enter school with friends have more positive attitudes 
toward school and lower levels of school avoidance.12  In contrast, poor peer 
relations are associated with later emotional and mental health problems, 
dropping out of school, and delinquency.9,13 

Child abuse and neglect can also result in direct negative academic 
consequences.  Abused and neglected children show deficits in learning such 
as low academic achievement, learning impairment, difficulty concentrating, 
difficulty in schoolwork, and reduced verbal and motor skills.18  In addition, 
neglected and abused children tend to have lower grades, standardized test 
scores, and rates of grade promotion.3,21  Furthermore, child abuse and neglect 
is linked to with language deficits, reduced cognitive functioning, and attention-
deficit disorders.1,6,7,10,16 

Abused children also suffer many physical consequences. Child abuse can 
result in injuries, and contribute to ill physical health, failure to thrive (because the 
child is unable to take in and retain the nutrition needed to gain weight and grow 
appropriately), and other somatic complaints.8  Such developmental problems 
may lead to increased absenteeism, which may subsequently cause problems in 
adapting to a school environment.15  At its most extreme, abuse can result in 
death. 

19  
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Who else currently uses this indicator? 
 
Several nationwide efforts monitor this indicator.  The U.S. Department of Health 
and Human Services tracks this indicator to study health conditions and health 
care.20  Child Health USA 2001 and The Child Trends Databank also track this 
indicator.2,14 

Several states use this indicator to monitor children’s school readiness.  
Examples of states using this indicator include Hawaii, New York, Rhode Island, 
South Carolina, and Vermont. 
 

 

What are the possible sources of data for this indicator? 
 
Data can be collected from public databases.  The California Department of 
Social Services has statistics about the rate of child abuse and neglect.  State 
level data on child abuse cases can also be obtained from National Data Archive 
on Child Abuse and Neglect’s National Child Abuse and Neglect Data System 
(NCANDS). 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 
A change in the number of substantiated or confirmed cases of child abuse may 
not reflect an actual change in the number of events, but rather a change in the 
reporting of cases of child abuse and neglect, changes in program funding and 
staffing, or changes in policies. 

• Sensitivity to change: 

 

Reliability/Validity: 

 

One study shows that a home visitation intervention targeted toward parents 
during the prenatal, postnatal, and toddler periods was effective in reducing the 
number of child maltreatment reports as compared with a control group. 17  
However, the study was conducted with a relatively small sample and a largely 
white population.17 

Generally, research has shown that short-term interventions are limited in their 
ability to reduce child abuse rates.16 
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L.  Children are safe from intentional injuries in their homes and 
communities. 

2.  Number and percentage of child maltreatment in which there is a 
recurrence within a 6-month period (C) 

Category: Outcome measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of substantiated cases of child maltreatment 
in which a recurrence of maltreatment takes place within 6 months.  
Substantiated cases are those in which sufficient evidence exists to support a 
finding of maltreatment under state law.  The percentage is calculated by dividing 
the number of substantiated cases with a recurrence of maltreatment with 6 
months by the total number of child maltreatment cases for that time period. 
 
This indicator can also refer to the number of indicated cases (used by some 
states); indicated cases are those in which there is reason to believe that 
maltreatment has occurred, but which cannot be substantiated under state law.   
 
Why is this indicator important? 
 
Although child deaths caused by maltreatment are relatively infrequent, 
intervention is critical, particularly for young children.  Approximately 1,200 
children died of maltreatment in 2000. d prevention of a 
recurrence may be especially important for young children because infants under 
the age of 1 accounted for 44 percent of the reported maltreatment fatalities, and 
children under the age of 6 accounted for 85 percent of the maltreatment 
fatalities.
 
The likelihood of a recurrence of maltreatment varies by region, and is 
influenced by many factors such as the type of maltreatment, family 
characteristics, and services available to the family.
of data from 20 states (including California), about 8 percent of maltreatment 
victims suffered a recurrence within 6 months of their initial maltreatment.
California, about 11 percent of maltreatment victims suffered a recurrence within 
6 months. to be greatest during the first 6 
months after the initial substantiated case.
 
Although existing data do not show that a large number of children 
experience chronic maltreatment, such maltreatment remains a concern 
because of its obvious seriousness.  A review of more than 80 studies 
suggests that families who experience recurrence experience only 1 
maltreatment recurrence, and most (50 percent) of these recurrences took place 
within 6 months of the first substantiated case.
as low as 0 percent within 24 months of the first maltreatment occurrence, and as 

7  Intervention an

7  

3,4  In 1999, on the basis 

6  In 

6  The percentage of recurrence seems 
2  

2  Studies report recurrence rates 
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2  Most of high as 85 percent within 10 years of the first maltreatment occurrence.
these findings are based on child protective agency-based samples.  
 

 

Note that most of the research in the area of maltreatment is based on 
administrative records, retrospective reports, and small, cross-sectional samples 
based on child protective agency reports.  Population-based samples to examine 
the incidence and recurrence of maltreatment are needed to draw firmer 
conclusions about recurrence.   

Who else currently uses this indicator? 
 

 

This indicator is tracked nationally.  This indicator is tracked and reported 
annually at the national level by the U.S. Department of Health and Human 
Services (DHHS) as part of its tracking of trends in maltreatment.6  DHHS also 
reports a percentage for selected states, including California.  Healthy People 
2010 also tracks this indicator.5 

What are the possible sources of data for this indicator? 
 
The National Child Abuse and Neglect Data System (NCANDS) is the national 
source for this indicator.  Because NCANDS data is provided by states, the 
California Department of Social Services collects and reports the data that is 
maintained by NCANDS.  
 

 

 

Another national data source is the National Incidence Study of Child Abuse and 
Neglect (NIS).  This study includes not only cases substantiated or indicated by 
child protective services workers, but also cases known to community 
professionals but not necessarily reported to child protective services.  NIS bases 
its estimates on information from about 5,600 community professionals, including 
emergency room workers who come into contact with maltreated children.  The 
most recent estimates are based on survey data from 1993, and the most recent 
survey before that was conducted in 1986. 

This indicator should be available at a county level through the state or county 
department of protective services (California Department of Social Services).  
Currently, California does not report maltreatment recurrence rates or 
percentages in its monthly state child welfare services reports.1  It is not known if 
these data will ever be released, given laws regarding confidentiality and the 
possible purging of child welfare records.    

Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
Substantiated and indicated cases of child maltreatment do not include cases of 
child maltreatment that never come to the attention of child protective services 
workers.  However, prior victims of substantiated maltreatment may be more 
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likely to have additional cases substantiated, in part because a case manager 
monitors them.  
 
In addition, reliability over time may be problematic as a result of the indicator’s 
sensitivity to change in funds, staffing, laws, etc. 
 
• Sensitivity to change:  

• 
On the basis of 1999 NCANDS data, the youngest children (under the age of 4) 
were most likely to experience a recurrence of maltreatment.  In addition, white, 
non-Hispanic children were more likely than black and Asian/Pacific Islander 
children to experience a recurrence.

• Other: 

In general, changes to this indicator related to program funding, staffing, and 
reporting laws are to be expected. 
 

Cultural issues: 

6   
 

Although the federal definition of recurrence includes both substantiated and 
indicated cases, some states include only substantiated cases.  
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L.  Children are safe from intentional injuries in their homes and 
communities. 

3.  Number and Percentage of children who have ever witnessed 
domestic violence (P) 

Category: Outcome measure 
 
What is the definition of this indicator? 
 

 

This indicator refers to the number of children who report that in a domestic 
violence situation, they see the actual violent event, hear the violent event, are 
physically assaulted while near the victim during the violent event, are taken 
hostage in the domestic violence situation, or are forced to participate in the 
domestic violence.3  The percentage is calculated from the number of children 
who report having witnessed domestic violence divided by the total number of 
children surveyed.  

Why is this indicator important? 
 
Witnessing domestic violence can have detrimental effects on children.  These 
effects can be grouped into two main areas: behavioral and emotional effects, 
and cognitive effects.   
 

 

 

Witnessing domestic violence has negative behavioral and emotional 
effects on children.  Research with the Child Behavior Checklist has shown that 
children witnessing domestic violence more often exhibit externalizing (antisocial 
tendencies, aggression) as well as internalizing (fear, anxiety, depression, 
inhibition) behavior problems than other children.1,19  They also have lower social 
competence levels than other children and have trouble forming peer 
relationships.1  Children able to establish and maintain friendships are perceived 
to adjust to school more positively.11  Furthermore, children who enter school 
with friends have more positive attitudes toward school and lower levels of school 
avoidance.12  Poor peer relations are associated with later emotional and mental 
health problems, school dropout, delinquency, poor social skills, and a lack of 
empathy for peers.5,14  Witnessing domestic violence may also have effects in 
adulthood such as depression, posttraumatic stress symptoms, and low self-
esteem in women and posttraumatic stress symptoms in men.18 

Witnessing domestic violence has negative cognitive effects on children.  
Domestic violence exposure is linked to lower cognitive functioning, including 
language lag, developmental delays, and poor academic performance.9,17,22 

Exposure to domestic violence is also associated with attitudes toward the use of 
violence and children’s violent behavior.20  Children witnessing violence may 
acquire attitudes that justify their use of violence.7  One study examined 
incarcerated youth exposed to violence as children found that they believed 
aggression would enhance their image or reputation.21  
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Who else currently uses this indicator? 
 
The California Department of Justice - Criminal Justice Statistics Center 
maintains updated statistics on domestic abuse on both the state and county 
levels. 
 
What are the possible sources of data for this indicator? 
 

 

 

Data can be collected directly from parents.  Communities wishing to gather this 
indicator can survey a representative sample of parents.   

Standard national survey items are available online.  The Family and Child 
Experiences Survey (FACES) collects data on this indicator.4  

Are there any key issues or concerns about the use of this indicator? 
 
• 

• 

 
• 

• 

Reliability/Validity: 
Parents who are asked if their child has ever witnessed domestic violence may 
have difficulty reporting on events retrospectively.  Because many children who 
witness domestic violence are also victims of child abuse, parents involved in the 
abuse may not make valid responses to survey questions about family violence.  
In addition, children who witnessed violence may be separated from their families 
and living in foster care.  A survey of parents reporting on children residing with 
them would miss these children.15  Furthermore, parents may be hesitant to 
accurately answer questions regarding this indicator if they are the victims of the 
domestic violence. 
 

Sensitivity to change: 
Several programs have been implemented to affect the number and percentage 
of children witnessing domestic violence by preventing domestic violence from 
occurring.  One study showed that battered women’s shelters reduce the risk of 
reoccurring violence.2  Other programs have been shown to increase knowledge 
of and change attitudes toward domestic violence.  However, these programs did 
not measure the effects on actual domestic violence behavior changes.6,8,10,13 

Cultural issues: 
Although domestic abuse exists in all racial and ethnic groups rates of such 
abuse for immigrant women may be underreported because of legal, social, and 
economic issues.16 
 

Other: 
This indicator collects data on whether or not a child witnessed domestic 
violence.  However, the degree of violence that a child is exposed to varies in 
frequency, duration, and severity, and this indicator does not attempt to capture 
such variations.23   
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L.  Children are safe from intentional injuries in their homes and 
communities.  

4.  Number and percentage of parents in the county participating in 
parenting education classes and/or other educational opportunities 
focused on discipline (P) 

Category: Performance measure 
 

What is the definition of this indicator? 
 
This indicator refers to the number of parents participating in classes and/or 
opportunities focused on discipline.  The percentage is calculated by dividing the 
total number of parents participating by the total number of parents in the county.  
 
Why is this indicator important? 
 

 

 

 

A wide range of parenting education classes are offered to parents to help 
establish appropriate and effective discipline guidelines for them to use.2 
These parenting education classes, which are designed to help parents address 
daily stressors, provide models of parenting practices.1  Classes on parenting 
practices can help parents establish developmentally appropriate and effective 
discipline guidelines for children ages 0 to 5, and also assist parents in 
preventing problem behaviors from occurring in the first place.  Exposure to 
different models of parenting practices allows parents to adjust their parental 
behavior, as well as to adapt models to reflect their family’s values.1 

NOTE: The most effective parenting intervention programs provide sufficient 
intensity; sufficient duration; appropriate timing (in the first 3 years of life); direct 
engagement of parents, children, and the larger family; diverse supports and 
services; and responsive and individualized programming.3,4  Results of 
evaluations of more general, broad-based parenting intervention programs 
provide less consistent results. (See indicators J7, J8, and O1.) 

Appropriate discipline depends on the child’s age and the specific facts of 
the situation.  Research suggest that parents should set clear rules and limits 
on acceptable behavior for their child’s age and consistently enforce the rules 
and limits.1  For example, a parent’s response to an infant crying in a store 
should be different from a parent’s response to a 10-year-old crying in a store for 
a toy. Regardless of the age of the child, however, it is important for parents to 
provide consistent, responsive, and sensitive care to their children.  In addition, 
parents should explain the importance of following rules and limits, and 
acknowledge their children’s positive behaviors. 

Parents need and want help identifying effective parenting skills. Several 
national surveys have reported that parents favor services designed to assist 
with child rearing.2  There is also evidence that suggests parents need help with 
parenting.  For example, a national survey reported that 61 percent of parents 
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accept spanking as a form of discipline and 31 percent think spanking is 
appropriate for children under the age of 2.5  These findings suggest that parents 
need more information regarding child development and appropriate discipline 
options. (See indicator O1.) 
 
Who else currently uses this indicator? 
 

 
We have not located any other communities that are tracking this indicator. 

What are the possible sources of data for this indicator? 
 
Counties can survey a random sample of their families to develop an estimate of 
the proportion of families participating in classes.  Alternatively, class 
participation data could be obtained from programs being held in the county.  The 
total number of parents in the county would be used to determine the percent of 
participating parents.  
 
This information may also be available from service providers’ administrative 
program data. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 
Various factors influence the type of discipline parents may feel is appropriate 
and acceptable. (See indicator O1.) 

Other: 
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L.  Children are safe from intentional injuries in their homes and 
communities.   

 

5.  Number and percentage of families in the county served by home 
visitation programs focused on family support and basic-needs 
assistance (P) 

Category: Performance measure 

What is the definition of this indicator? 
 
This indicator refers to the total number of families served by home visitations 
programs in a given county.  The percentage is calculated by dividing the total 
number families served by home visitation programs that provide family support 
and basic needs assistance by the total number of families in the county.  
 
Why is this indicator important? 
 

 

 

Home visitation programs are a common community approach for targeting 
at-risk infants and toddlers.3  There are numerous models of home visiting, 
such as Parents as Teachers, Nurse Home Visitation, Home Instruction Program 
for Preschool Youngsters, and Building Strong Families.  Most programs focus 
on enhancing child outcomes; however, many home visitation programs have 
numerous objectives, including improving parenting skills, providing social 
support, and preventing child maltreatment.2,3  Home visitation programs usually 
serve parents of children 0 to 5 years of age.  Some home visitation program 
models only serve children 0 to 1 years of age such as Healthy Start, or 0 to 3 
such as Early On®.  A summary of different types of home visitation programs 
can be found online.5  

Home visitation programs may be effective.  A small body of research 
supports the effectiveness of home visitation programs, particularly the nurse 
home visiting program.  Short-term benefits include increased spacing between 
pregnancies and improved growth in low-birth-weight infants.4,7-9  Long-term 
benefits include fewer subsequent unwanted pregnancies and a decrease in 
verified incidents of child abuse and neglect.6  However, note that these results 
were achieved in the context of home visiting programs that closely followed 
program protocols and had close clinical supervision.9   

Home visitation programs overcome many of the barriers of traditional 
programs.  Home visitation programs by design are believed to overcome many 
of the obstacles that other family support programs face, such as poor family 
participation, and concrete barriers for families, such as lack of transportation 
and child care.  Home visitors are proactive and take the services to the family.7  
Services needing follow-up such as checking on referrals can be addressed 
during ongoing visits.  In addition, services are provided in a familiar setting and 
the family does not have to discuss problems in front of others. (See indicators 
L6, L7, O7, and O8.) 
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Who else currently uses this indicator? 
 
The California Department of Social Services collects this indicator in a data 
table of families participating in “family maintenance” services, and “pre-
placement (in foster care) services.”
 

1 

What are the possible sources of data for this indicator? 
 
Counties may conduct a random survey of their families to collect data. They 
may also survey home visitation programs to see which programs provide family 
support and basic-needs assistance and identify the number of families served.  
 
 
 
 

 L5 - 2



 

Sources 
 

1 California Department of Social Services. (2002). Data Table. Retrieved July 24, 2002, from 
http://www.dss.cahwnet.gov/research/res/pdf/Soc291YR01.PDF 
 

cil on Child and Adolescent Health. (1998). The role of home-visitation programs in 
improving health outcomes for children and families. Pediatrics, 101(3), 486-489. 
 

laff, A., & Fulton, A. (2001). Knowledge gained by mothers enrolled in a home 
visitation program. Adolescence, 36(143), 435-442. 
 

2 Coun

3 Drummond, J. E., Weir, A. E., & Kysela, G. M. (2002). Home visitation programs for at risk 
young families: A systemic literature review. Canadian Journal of Public Health, 93(2), 153-158. 
 

4 Hammond-Ratz

5 Institute for Children, Youth, and Families, http://www.icyf.msu.edu 
 

 

 

 

6 Kitzman, H., Olds, D. L., Henderson, C.R., Hanks, C., et al. (1997). Effect of prenatal and 
infancy home visitation by nurses on pregnancy outcomes, childhood injuries, and repeated 
childbearings: A randomized controlled trial. Journal of the American Medical Association, 278(8), 
644-652. 
7 McCurdy, K. (2001). Can home visitation enhance maternal social support? American Journal of 
Community Psychology, 29(1), 97-112. 
8 Olds, D. L., Eckenrode, J. J., Henderson, C. R., Kitzman, H.J., et al. (1997). Long-term effects of 
home visitation on maternal life course and child abuse and neglect: Fifteen-year follow-up of a 
randomized trial. Journal of the American Medical Association, 278(8), 637-643. 
 

9 Olds, D. L., Henderson, C. R., Kitzman, H. J., Eckenrode, J. J., et al. (1999). Prenatal and 
infancy home visitation by nurses: Recent findings. The Future of Children, 9(1), 44-65. 

 L5 - 3

http://www.dss.cahwnet.gov/research/res/pdf/Soc291YR01.PDF
http://www.icyf.msu.edu/


 

 



 

L.  Children are safe from intentional injuries in their homes and 
communities.   

 

6.  Average number of home visits focused on family support and basic-
needs assistance made to each family (P)  

      Category: Performance measure 

What is the definition of this indicator? 
 

 

This indicator refers to the average number of home visits made to each family 
participating in a program that provides home visiting services focused on family 
support and basic needs assistance.  This indicator can be calculated by addint 
the total number of home visits to each family and dividing by the total number of 
families served.  

Why is this indicator important? 
 
Home-visitation programs are a common community approach to serving 
at-risk infants and toddlers. odels of home visiting, 
such as Parents as Teachers, Nurse Home Visitation, Home Instruction Program 
for Preschool Youngsters, and Building Strong Families.  Most home-visitation 
programs focus on enhancing child outcomes, but many programs have 
additional objectives such as improving parenting skills, providing social support, 
and preventing child maltreatment.
 

 

 

2,3  There are numerous m

2,3,5,6,8,9   

The number of home visits a family receives varies across models of home-
visitation programs.  For example, home visits can be monthly, biweekly or 
weekly; visit frequency is usually based on the needs of families and resources 
available.  Nurse home-visitation programs are mostly like to have a protocol 
indicating a certain number of required visits.3,8,9  

Home visitation programs may be beneficial to children and families.  A 
small body of research supports the effectiveness of home-visitation programs.  
Short-term benefits include increased spacing between pregnancies and 
improved growth in low-birth-weight infants.4,7-9  Long-term benefits include fewer 
subsequent unwanted pregnancies and a decrease in verified incidents of child 
abuse and neglect.5  However, note that these results were achieved in the 
context of home-visiting programs that closely followed program protocols and 
had close clinical supervision.9  (See indicators L5 and L7.) 

Who else currently uses this indicator? 
 
National, state, and local efforts use this indicator.  The Parents as Teachers’ 
national office tracks and reports this indicator for all of its participating 
communities.  It reports the percentage of families who receive 1 to 5 home 
visits, 6 to 12 home visits, and 13 or more visits per year.  Nurse Home Visitation 
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programs also closely track the number of visits.  More information can be found 
online.10  
 
Some Early Head Start programs have home visiting components and may also 
track the number of home visits made by their programs.  
 

 

The California Department of Social Services collects this indicator and maintains 
a data table of families participating in ”family maintenance” services, and “pre-
placement (in foster care) services.”1 

What are the possible sources of data for this indicator? 
 

 

Home-visitation programs can be surveyed to collect this data.  This data may 
also be available from administrative program records. 

Are there any key issues or concerns about the use of this indicator? 
 
• Other: 
The average number of visits may be misleading.  For example, a community 
may report the average number of home visits to be 4 per family when the 
program served 20 families and 10 received 7 visits and the rest received only 1 
visit each.  Accordingly, when considering, averages, frequency distributions 
should also be considered.   
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Sources 
 

1 California Department of Social Services. (2002). Data Table. Retrieved July 24, 2002, from 
http://www.dss.cahwnet.gov/research/res/pdf/Soc291YR01.PDF 
 

 

5 Kitzman, H., Olds, D. L., Henderson, C.R., Hanks, C., et al. (1997). Effect of prenatal and 
infancy home visitation by nurses on pregnancy outcomes, childhood injuries, and repeated 
childbearings: A randomized controlled trial. Journal of the American Medical Association, 278(8), 
644-652. 
 

 

 

nrode, J. J., Henderson, C. R., Kitzman, H.J., et al. (1997). Long-term effects of 
home visitation on maternal life course and child abuse and neglect: Fifteen-year follow-up of a 
randomized trial. Journal of the American Medical Association, 278(8), 637-643. 
 

9 Olds, D. L., Henderson, C. R., Kitzman, H. J., Eckenrode, J. J., et al. (1999). Prenatal and 
infancy home visitation by nurses: Recent findings. The Future of Children, 9(1), 44-65. 
 

2 Council on Child and Adolescent Health. (1998). The role of home-visitation programs in 
improving health outcomes for children and families. Pediatrics, 101(3), 486-489. 
 

3 Drummond, J. E., Weir, A. E., & Kysela, G. M. (2002). Home visitation programs for at risk 
young families: A systemic literature review. Canadian Journal of Public Health, 93(2), 153-158. 
 

4 Hammond-Ratzlaff, A., & Fulton, A. (2001). Knowledge gained by mothers enrolled in a home 
visitation program. Adolescence, 36(143), 435-442. 

6 Kitzman, H., Olds, D. L., Sidora, K., Henderson, C. R., et al. (2000). Enduring effects of nurse 
home visitation on maternal life course: A 3-year follow-up of a randomized trial. Journal of the 
American Medical Association, 283(15), 1983-1989. 
7 McCurdy, K. (2001). Can home visitation enhance maternal social support? American Journal of 
Community Psychology, 29(1), 97-112. 
8 Olds, D. L., Ecke

10 Parents as Teachers, http://www.patnc.org 
 

 L6 - 3

http://www.dss.cahwnet.gov/research/res/pdf/Soc291YR01.PDF
http://www.patnc.org/


 

 



 

L.  Children are safe from intentional injuries in their homes and 
communities. 

7.  Number and percentage of home visitors with the required level of 
home-visitation program training. (P) 

Category: Performance measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of required home-visitation training hours 
attended, number of required courses taken, or the required degree or certificate 
attained.  The definition of this indicator will depend of the specific home-
visitation program being implemented in the community.  The percentage is 
calculated by dividing the number of home visitors with the required level of 
training by the total number of home visitors in the community. 
   
Why is this indicator important? 
 
The home-visitation programs that demonstrate benefits for families have 
some type of training requirement for their home visitors.
visitation models that provide the most benefits either use nurses or well-trained 
paraprofessionals.
programs should be linked to existing community health care systems and other 
community-based family support programs. (See indicators L5 and L6.)1 
 
The level of preparation required by the home visitor varies by the model of 
home-visitation programs.  For example, some models use trained 
paraprofessionals, such as those who have taken Parents as Teachers training, 
whereas other models require registered nurses.  The Parents as Teachers 
program requires that each parent educator take training offered through its 
national center and requires yearly professional development courses to maintain 
certification.  On the other hand, some models require limited training, such as 
Building Strong Families, which requires only 2 days of training.
 
Who else currently uses this indicator?

1 The home 

1,3  In addition, research suggests that home visitation 

2  

 

 

 
No other national organizations or states track this indicator. 

What are the possible sources of data for this indicator? 
 
The National Parents as Teachers program suggests ways to document the 
training level of home visitors.  They suggest that community-based programs 
track the annual number of hours that providers receive training and the number 
of trainees maintaining Parents as Teachers certification through annual training.  
More information can be found online.4  
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Other possible sources would be administrative program records from home 
visitation programs.  However, it is unclear how many models track this 
information. 
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Sources 
 

cil on Child and Adolescent Health. (1998). The role of home-visitation programs in 
improving health outcomes for children and families. Pediatrics, 101(3), 486-489. 
 

1 Coun

2 The Institute for Children, Youth and Families at Michigan State University, 
http://www.icyf.msu.edu 
 

3 McCurdy, K. (2001). Can home visitation enhance maternal social support? American Journal of 
Community Psychology, 29(1), 97-112. 
 

4 Parents as Teachers, http://www.patnc.org 
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L.  Children are safe from intentional injuries in their homes and 
communities. 

8.  Number of calls received by hot lines per population over a year (C) 
Number of calls received by warm lines per population over a year 
(C) 

 
Category: Performance measure 

What is the definition of this indicator? 
 
This indicator refers to the number of calls received by hot and warm lines 
in a county as a ratio of the population of the county per year.  Hot and 
warms lines are distinct services and should be monitored separately.  Hot lines 
are crisis lines staffed by individuals who have received some type of formal 
training, such as counselors.  Warm lines are precrisis lines staffed by peers who 
may or may not have received training.  Hot (crisis) lines have been in use  for 
many decades, whereas warm lines are a new type of precrisis service.
warm lines are set up to provide support across a wide range of topics, such as 
domestic violence, child care referrals, parenting, and mental health needs. 
 

1  Hot and 

Why is this indicator important? 
 
The use of hot and warm lines may indicate the need for services and 
support in a community.  These lines are sometimes used to refer individuals 
to services, and they may contribute to stronger communities by building peer 
support networks.
 
Note: Research on total use of, access to, or availability of hot and warm lines is 
limited. ndividual hot or warm lines, such as 
suicide hot lines and mental health warm lines.
 

2 

1  Instead, most research focuses on i
1 

Who else currently uses this indicator? 
 
We know of no other organizations or states that collect this indicator. 
 
What are the possible sources of data for this indicator? 
 

Data can also be collected directly from populations.  Communities can survey 
target populations to gather information about whether or not individuals are 
using the hot and warm lines.  
 
 

Data can be collected from each individual hot and warm line program.  
Communities may track program telephone records or possibly collect 
administrative data on the types of calls received and the actions that programs 
suggest to callers. 
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Are there any key issues or concerns about the use of this indicator? 
 
• 
Hot and warm lines are distinct services and should be measured separately. 

 

Other: 

 
Lack of telephones in households and languages barriers may prohibit some 
populations from using the hot and warm lines.  This possibility should be taken 
into consideration when interpreting the data.  When possible, data should be 
disaggregated by economic levels and racial/ethnic background. 

It is difficult to gauge the effectiveness of hot and warm line services, given the 
range of issues they address, the range of training of service providers, and the 
lack of consistent approaches to providing services.  One indicator that may be 
helpful to pursue is the tracking of referrals after calls.   
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Sources 
 

). Contrary themes on three peer-run warm lines. Psychiatric Rehabilitation 
Journal, 24(4), 397-400. 
 

1 Pudlinski, C. (2001

2 Ritchie, J., Stewart, M., Ellerton, M., Thompson, D., et al. (2000). Parents' perceptions of the 
impact of a telephone support group intervention. Journal of Family Nursing, 6(1), 25-45. 
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L.  Children are safe from intentional injuries in their homes and 
communities. 

9.  Number and percentage of families in the county served by family-
resource centers offering family support (P) 

 
Category: Performance measure 

What is the definition of this indicator? 
 
The indicator can be calculated by totaling the number of families being served 
by family-resource centers in a county.  The percentage is calculated by dividing 
the total number of families being served by the total number of families in the 
county.  This indicator should focus on collecting an unduplicated count of 
families being served by family resource centers within a county. 
 
Why is this indicator important? 
 

Family-support programs typically provide support regarding child development.  
Programs usually focus on explaining to parents the developmentally appropriate 
expectations for children 0 to 5 years of age.  Parents with realistic expectations 
typically experience less parental stress, and less stress has been associated 
with enhanced caregiving capacities for parents receiving support.
 

 

 

Communities have identified family-support programs as a way to help 
parents navigate the challenges of parenthood and daily stressors.1,2  

3 

Family-support programs are not being fully used.  Even though some 
communities have family-support programs that are readily available, program 
providers have difficulty in engaging and maintaining their target audience—
parents.2  Parents do not use the family support programs as fully as they might, 
even though several national surveys have reported that parents favor services 
designed to assist with parenting.2 

Many factors may influence a parent’s decision to participate in a family-
support program.  These factors include staff characteristics, location of the 
program, type of services offered, and stability of the program (e.g., funding).2  
However, it is difficult to know why parents do or do not participate in these 
programs, because few studies have prospectively followed parents from initial 
recruitment through program completion.2  Nevertheless, communities continue 
to offer a variety of services through family resources centers to assist families. 

Who else currently uses this indicator? 
 
We have not located any other communities that are tracking this indicator.  
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What are the possible sources of data for this indicator? 
 
Communities can survey families in their counties to collect information on the 
number of families served by family resource centers and then calculate the 
percentage of total families served.  

 

 
This information may also be available from administrative program data. 

Are there any key issues or concerns about the use of this indicator? 
 

Other: • 

 

The potential exists for double-counting families.  It is possible for the same 
family to be served by multiple family-resource centers or to be served multiple 
times by the same family-resource center.  It would thus be preferable to use a 
denominator that counts at-risk families, rather than all families.  The number of 
low-income families might serve as a proxy for at-risk families. 
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Sources 
 

1 Martin, J., Chenoweth, L., et al. (2000). An emerging trend: Culturally-responsive parenting 
education. Journal of Family Consumer Sciences, 92(3), 11-12. 
 

2 McCurdy, K., & Daro, D. (2001). Parent involvement in family support programs: An integrated 
theory. Family Relations, 50(2), 113-121. 
 

3 National Research Council, & Institute of Medicine. (2000). From neurons to neighborhoods: The 
science of early childhood development. Committee on Integrating the Science of Early 
Childhood Development. J. P. Shonkoff & D. A. Phillips (Eds.) Board on Children, Youth, and 
Families, Commission on Behavioral and Social Sciences and Education. Washington, DC: 
National Academy Press. 
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L.  Children are safe from intentional injuries in their homes and 
communities.  

10.  Ratio of children 0 to 5 years of age to adults in a neighborhood (C) 
Category: Structural measure 

 
What is the definition of this indicator? 
 
This indicator is defined as the number of children 0 to 5 years of age compared 
with the number of adults in a neighborhood.  Dividing the number of children by 
the number of adults and reporting it as a fraction will produce this ratio. 
 
Why is this indicator important? 
 
The percent of the population consisting of children under the age of 5 has 
policy implications regarding the allocation of resources and services. 
Children help make up the dependent population, which is defined as the 
proportion of the population that is economically inactive because of their age.
A neighborhood with a large number of children relative to adults may be poorer 
and have fewer resources.  A large number and proportion of children would also 
suggest a need for more services directed to young children in a neighborhood. 
 
Little research focuses on the size of the adult population in a 
neighborhood relative to the number of young children and how it affects 
young child development.  However, other studies have examined 
neighborhood effects on children, especially adolescents.
evidence suggests that children, especially youths, who have access to stable 
quality relationships with adults other than their parents, show benefits across 
multiple dimensions, such as school achievement.
neighborhoods where watchful adults live, they may be better supervised in 
general and safer from harm.  However, neighborhoods vary in cohesiveness 
and degree of mutual involvement; accordingly, if this indicator is seen as 
relevant to children’s safety, it may be important to examine the adult sense of 
watchfulness over children in a neighborhood rather than the sheer number of 
adults relative to children.  
 

3  

1  For example, 

2  If young children are in 

Who else currently uses this indicator? 
 
To date, no other organizations or states have been found to collect this 
indicator. 
 
What are the possible sources of data for this indicator? 
 
The U.S. Census can be used to gather this indicator at the Census track level.   
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Data can be collected directly from neighborhoods.  Communities could also 
administer a household survey to collect information on the number of children (0 
to 5 years of age) in relation to number of adults in the neighborhood. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 

 
• 

Reliability/Validity: 
It is not clear how the ratio of children (0 to 5 years of age) and adults in a 
neighborhood will help measure how children can be kept safe from intentional 
injuries in their home or communities.  As noted above, it may be more important 
to asses the involvement of families or neighborhood cohesiveness, rather than 
sheer number and this ratio of adults and children. 

Other: 
Communities will have to decide how to define a neighborhood.  How 
neighborhoods are defined may affect the ability to use decennial census data as 
currently reported.  Communities may have to have census data manipulated to 
arrive at the adult:child ratio at the neighborhood level. 
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Sources 
 

 

s, J. (1996). Extended family members and unrelated adults in the lives of 
young adolescents: A research agenda. Journal of Early Adolescence, 16(4), 365-389. 
 

ment of Health and Human Services. Office of the Assistant Secretary For Planning 
and Evaluation. (2001). Trends in the well-being of America's children & youth. Washington, DC: 
U.S. Government Printing Office. 

1 National Research Council, & Institute of Medicine. (2000). From neurons to neighborhoods: The 
science of early childhood development. Committee on Integrating the Science of Early 
Childhood Development. J. P. Shonkoff & D. A. Phillips (Eds.) Board on Children, Youth, and 
Families, Commission on Behavioral and Social Sciences and Education. Washington, DC: 
National Academy Press. 
2 Scales, P., & Gibbon

3 U.S. Depart
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L.  Children are safe from intentional injuries in their homes and 
communities. 

11.  Number of family-support programs or slots in each county (C) 
Category: Structural measure 

 
What is the definition of this indicator? 
 
This indicator can be defined as the number of family-support programs offered 
in a community.  The indicator can be calculated by totaling the number of 
programs. 
 
Why is this indicator important? 
 

 
Many parents do not use family-support programs.  Even though some 
communities have family-support programs that are readily available, program 
providers have difficulty in engaging and maintaining their target audience, 
parents. t programs as fully as they might, 
even though several national surveys have reported that parents favor services 
designed to assist with parenting.
offer family-support programs to assist families. (See indicators L4 and L9.) 
 

Family-support programs provide help for parents to navigate the 
challenges of parenthood and daily stressors.2,3  (See indicators O7 and O8.)  
Family-support programs typically provide support regarding child development.  
Parents with realistic expectations typically experience less parental stress, and 
less stress has been associated with enhanced caregiving capacities for parents 
receiving support.4  Programs usually focus on explaining to parents the 
developmentally appropriate expectations for children 0 to 5 years.  There are 
numerous types of family-support programs such as home-visiting programs, 
parent education classes, early intervention services, and government-sponsored 
programs such as the Special Supplemental Food Program for Women, Infants, 
and Children (WIC).  

3  Parents do not use the family suppor

3  Nevertheless, many communities continue to 

Who else currently uses this indicator? 
 
The Institute for Children, Youth and Families at Michigan State University 
disseminates available information regarding family-support programs.  The list 
of family-support programs can be found online.
indicate where these programs are implemented. 

West Virginia, among other states, tracks the number of early parent education 
programs. 
 

1  However, the website does not 
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What are the possible sources of data for this indicator? 
 
Communities can survey service providers in their counties to collect information 
on the number of family-support programs.  Communities may also ask their 
counties schools, libraries, etc., to collect data on the availability of family-support 
programs.  
 
Are there any key issues or concerns about the use of this indicator? 
 
• Other: 

 

 

This indicator needs clarification in terms of what is meant by “availability.”  For 
example, a program in 1 county could service 20 families; however, the county 
may have more than 200 families in need of the services.  Therefore, the family-
support program would not be available to the majority of the families in need, 
whereas in another county, a program could serve 20 of the 40 families in need. 

Community should also consider an indicator that captures the number and 
percentage of families that are served by family support programs.   
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Sources 
 

1 The Institute for Children, Youth and Families at Michigan State University, 
http://www.icyf.msu.edu 
 

weth, L., et al. (2000). An emerging trend: Culturally-responsive parenting 
education. Journal of Family Consumer Sciences, 92(3), 11-12. 
 

rdy, K., & Daro, D. (2001). Parent involvement in family support programs: An integrated 
theory. Family Relations, 50(2), 113-121. 
 

search Council, & Institute of Medicine. (2000). From neurons to neighborhoods: The 
science of early childhood development. Committee on Integrating the Science of Early 
Childhood Development. J. P. Shonkoff & D. A. Phillips (Eds.), Board on Children, Youth, and 
Families, Commission on Behavioral and Social Sciences and Education. Washington, DC: 
National Academy Press. 

2 Martin, J., Cheno

3 McCu

4 National Re
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L.  Children are safe from intentional injuries in their homes and 
communities. 

12.  Violent crime rates (C) 

 
Category: Structural measures 

What is the definition of this indicator? 
 
Violent crime rates are the total number of reported violent crime offenses per 
100,000 inhabitants.  Violent crimes involve force or threat of force, and include 
murder and nonnegligent manslaughter, forcible rape, robbery, and aggravated 
assault.  Violent crime rates are calculated using two primary sources: the U.S. 
Department of Justice’s National Crime Victimization Survey (NCVS) and the 
Federal Bureau of Investigation’s (FBI’s) Uniform Crime Reports (UCR).  
Population statistics generated by the FBI are used to calculate crime rates and 
to estimate the proportion of the population covered by the UCR program.  The 
total number of violent crime offenses are reported as rates per 100,000 
inhabitants.  Rates may be calculated at the national, state, and local levels.1 
  
Why is this indicator important? 
 
Violence has direct and indirect negative effects on children’s health.  
Violence leading to injury and mortality has obvious negative effects.  Violence 
can have indirect negative effects as well.  For instance, numerous studies have 
documented that young children who are exposed to violence are likely to exhibit 
emotional distress, more immature behavior, and regressions in toileting and 
language; adolescents may display delinquent behaviors. ermore, some 
children show symptoms very similar to posttraumatic stress disorder after 
exposure to violence, such as repeated re-experiencing and numbing of 
responsiveness.  violence on children depends on 
many factors, including the age of the child, frequency and type of exposure to 
violence, characteristics of the neighborhood, amount and quality of support 
provided by caregivers, experience of previous trauma, proximity to the violent 
event, and familiarity with the victim or perpetrator.6   
 
Violence has negative effects on parenting and child development.  
Research shows that in neighborhoods that have high levels of violence, parents 
may restrict their children’s outside activities.  Although this restriction may 
increase the child’s safety, it may also affect the child’s cognitive stimulation and 
ability to establish a sense of autonomy. ild may be limited in 
terms of developing relationships with peers and older adults in the 
neighborhood.
 

5,7  Furth

3  The impact of exposure to

4  In addition, the ch

3 

Who else currently uses this indicator? 
 
America’s Children: Key National Indicators of Well-Being 2002 collects 
information on the violent crime victimization rate of youths ages 12 to 17.2 
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The California Department of Justice also tracks violent crimes on both the state 
and county levels. 
 
What are the possible sources of data for this indicator? 
 
There are two national sources of data: NCVS and the FBI’s UCR.   
 

The FBI’s UCR program is a nationwide, cooperative statistical effort of nearly 
17,000 law enforcement agencies that voluntarily report data on reported crimes. 
Crime statistics are available at the national, state, and local level.  For example, 
Alameda County can obtain the rates of violent crimes per 100,000 inhabitants 
as reported by the Alameda Police Department and the Alameda County Sheriff 
Department.  Population statistics generated by the FBI are used to calculate 
crime rates and to estimate the proportion of the population covered by the UCR 
program. 

 

Since 1973, the NCVS has been the primary source of information on criminal 
victimization and provides the largest national forum for victims to describe the 
impact of crime and characteristics of violent offenders.  Each year, data are 
obtained from a nationally representative sample of nearly 100,000 persons on 
the frequency, characteristics, and consequences of criminal victimization by 
rape, sexual assault, robbery, assault, theft, household burglary, and motor 
vehicle theft.  Data are calculated for the population as a whole, as well as for 
segments of the population such as women, the elderly, racial and ethnic groups, 
city dwellers, regions, and other groups.   
 

 
The Bureau of Justice Statistics (BJS) and the Office of Community Oriented 
Policing Services (COPS) have also developed a software program for localities 
to use in conducting their own telephone surveys of residents to collect data 
about crime victimization, attitudes toward policing, and other community-related 
resources.  This software is available free from BJS. 

Are there any key issues or concerns about the use of this indicator? 
 
• 

  

• Other: 

Reliability/Validity: 
Rates based on national data may not reflect actual local rates reliably; local 
sources may be more reliable.  

Rates are based on reported offenses only and therefore do not reflect all violent 
crimes that occur. 
 

Calculation of rates should be based on population estimates reported from the 
2000 Census for each county.  
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Sources 
 

1 Bureau of Justice Statistics. (2001). Crime and victims statistics, from 
http://www.ojp.usdoj.gov/bjs/cvict.htm 
 

 

 

 

 

7 Singer, M. I., Anglin, T. M., Song, L., & Lunghofer, L. (1995). Adolescents' exposure to violence 
and associated symptoms of psychological trauma. Journal of the American Medical Association, 
273, 477-482. 

2 Federal Interagency Forum on Child and Family Statistics. (2002). America's children: Key 
national indicators of well-being, 2002. Washington, DC: Author. 
 

3 Jenkins, E. J., & Bell, C. C. (1997). Exposure and response to community violence among 
children and adolescents. In J. D. Osofsky (Ed.), Children in a violent society. (pp. 9-31). New 
York: The Guilford Press. 
4 National Research Council, & Institute of Medicine. (2000). From neurons to neighborhoods: The 
science of early childhood development. Committee on Integrating the Science of Early 
Childhood Development. J. P. Shonkoff & D. A. Phillips (Eds.), Board on Children, Youth, and 
Families, Commission on Behavioral and Social Sciences and Education. Washington, DC: 
National Academy Press. 
5 Osofsky, J. O. (1995). The effects of exposure to violence on young children. American 
Psychologist, 50, 782-788. 
6 Osofsky, J. O. (Ed.). (1997). Children in a violent society. New York: The Guilford Press. 
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M.  Fewer teenagers give birth, and more teenage parents delay 
subsequent pregnancies. 

1. Number and rate of births to young teenage mothers (C)  
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator reflects the number of live births to females ages 15-17.  As 
calculated by the National Center for Health Statistics, the teen birth rate is the 
number of births to females aged 15-17 per 1,000 females ages 15-17.   
 
Why is this indicator important? 
 

 

 

 

 

Despite dramatic reductions in the 1990s, teen birth rates in the United 
States remain high compared with other industrialized countries.  The U.S. 
teen birth rate is at an all-time historical low, with preliminary data for 2001 
indicating the birth rate for females ages 15 to17 at 25.3 births per 1,000 ,19 down 
from 38.7 births per 1,000 in 1991—a decrease of 35 percent.  Declines have 
occurred in the teen birth rate for teens across all age groups, all racial and 
ethnic groups, and in every state and the District of Columbia.  Nevertheless, the 
recent decline in the teen birth rate was preceded by an equally dramatic 
increase in teen births between 1986 and 1991 (27 percent).In addition, the 
United States continues to have a teen birth rate that is substantially higher than 
those in other industrialized countries.  For example, the U.S. teen birth rate (for 
ages 15-19) in the late-1990s was more than 1.5 times that of Great Britain, more 
than 2.5 times that of Canada, and 10 times more than that of Japan.26 

In 2000, (the most recent year for which data are available), California’s birth rate 
for females aged 15 to 17 was 28.6 births per 1,000.30   

Births to young teenagers pose several health risks to both mothers and 
their children.  Teenage mothers are less likely than older mothers to receive 
adequate prenatal care,27 which is associated with a greater likelihood of having 
healthy children who are better able to engage in the learning process.10  
Additionally, a lack of prenatal care can lead to poor health, physical 
complications, and developmental problems in children that may lead later to 
increased absenteeism and problems in adapting to school.10    

In addition, teenage mothers are more likely to have low-birth-weight babies,29 a 
risk factor for a variety of health and developmental problems. (See indicators A2 
and A3.) 

Teenage mothers are also more likely to smoke during pregnancy than older 
pregnant women,14 which has been associated with a greater chance of having a 
premature birth (less than 37 completed weeks of gestation) and a low-birth-
weight baby (5.5 pounds or less).28  (See indicator F2.)  These complications 

 M1 - 1



 

have been shown to put the child at greater risk for serious and long-term 
illnesses, developmental delays, and dying in the first year of life.28  
 

 

 

Teenage mothers often face more disadvantages both before and after they 
have their first birth.  Research has shown that, compared with older mothers, 
teen mothers display a higher likelihood of welfare dependence, are more likely 
to experience relationship instability, have lower educational attainment, have 
less spacing between children, and are less likely to cultivate stimulating home 
environments for their children.7,14,22 

Children raised by teen mothers are more likely to experience academic 
and social problems than children raised by older mothers.22  They are less 
likely to become high school graduates and are more likely to engage in early 
sexual activity and become teenage parents themselves.8,12,14-17  (See Indicator 
M5.) 

Who else currently uses this indicator? 
 

 

In California, the California Department of Health Services tracks this indicator. 
 

Many national and state efforts use this indicator.  This indicator is currently used 
by the American Medical Association, the Centers for Disease Control and 
Prevention, Child Trends, Kids Count, the National Campaign to Prevent Teen 
Pregnancy, the National Center for Health Statistics, Planned Parenthood, 
UNICEF, the U.S. Department of Health and Human Services,25 the U.S. 
Department of Labor, America’s Children: Key National Indicators of Well-Being 
2002,6 and several states.  

Healthy People 2010 tracks the number of intended pregnancies of women in 
different age groups, as well as the number of pregnancies among adolescent 
females.24  The Child Trends DataBank and the Maternal and Child Health 
Bureau also track this indicator.5,21 
 

What are the possible sources of data for this indicator? 
 
The number of teen births and teen birth rates are compiled from birth records. 
Nationally, birth records are accumulated in a database at the Division of Vital 
Statistics, a branch of the National Center for Health Statistics in the Natality 
Data, Public Use data files.  Locally, birth records can be obtained by contacting 
county or state health departments.  In addition, the total number of live births by 
teens can be found in U.S. Census data. 
 
Teen birth data and standard survey items are available online.  National and 
state-level teen birth rates are distributed by the National Center for Health 
Statistics and can be found online.
 

23   
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Additionally, estimates of teen birth rates are available for states and selected 
U.S. cities in Child Trends’ Facts At A Glance publication
and Child Trends report The Right Start for America’s Newborn: A Decade of City 
and State Trends (1990-1999).
 

 

4 and the Kids Count 

13 

California specific data (statewide and for most counties) are collected by the 
University of California, Los Angeles (UCLA) Center for Health Policy Research 
in the California Health Interview Survey the California Health Interview Survey.2 

Are there any key issues or concerns about the use of this indicator? 
 
• 
The data are highly reliable, because most births occur in hospitals and because 
maternal age is generally reported on the birth certificate. 

• 

 

  
• 

• 
Older and married teens are more likely to have given birth than their younger 
and/or unmarried counterparts.

Reliability/Validity: 

 
Sensitivity to change: 

Teen birth rates are sensitive to change as evidenced by the dramatic increase in 
teen birth rates from 1986 to 1991 and the steady decline that followed and 
continues through today.  Although no one factor can be identified as underlying 
this decline, several have been suggested as contributors, including an increase 
in initiatives to prevent teen pregnancy, an increase in sexuality education 
programs, a strong economy, child support enforcement, the introduction and 
use of new contraceptive methods, an increase in conservative attitudes toward 
premarital sexual activity, and possibly welfare reform.3,11,18,31  

Some pregnancy prevention programs have shown success in recent years.  
Experimental programs that include voluntary community service by teenagers 
and time for them to reflect on their service (e.g., Teen Outreach Program), and 
high-quality, intensive early-childhood programs that focus on disadvantaged 
children (e.g., Abecedarian) have been successful in preventing teenage 
pregnancies.1,9  Other nonexperimental research studies have suggested that 
other factors such as encouraging parent-child communication about pregnancy 
are associated with a reduction in teenage pregnancies and births.17 

Cultural issues:  
Preliminary 2001 teen birth rates (for ages 15 to 17) are higher for Hispanic and 
black females (56.9 per 1,000 and 45.6 per 1,000, respectively) than for non-
Hispanic white teenagers (14.2 per 1,000).20   When possible, data should be 
disaggregated by ethnic groups. 
 

Other: 

28 

 M1 - 3



 

Sources 
 

Philiber, S., Herrling, S., & Kuperminc, G. P. (1997). Preventing teen pregnancy and 
academic failure: Experimental evaluation of a developmentally-based approach. Child 
Development, 64(4), 729-742. 
 

1 Allen, J. P., 

2 California Health Interview Survey, http://www.healthpolicy.ucla.edu/chis/news/ 
 

3 Centers for Disease Control and Prevention. (1998). Youth risk behavior surveillance - United 
States, 1997. Morbidity and Mortality Weekly Report, 47(3), 1-89. 
 

4 Child Trends. (2001). Facts at a glance, from http://www.childtrends.org/PDF/FAAG2001.pdf 
 

5 Child Trends. (2002). Child Trends Databank Indicator: Teen births. Retrieved July 18, 2002, 
from http://www.childtrendsdatabank.org 
 

6 Federal Interagency Forum on Child and Family Statistics. (2002). America's children: Key 
national indicators of well-being, 2002. Washington, DC: Author. 
 

 

 

 

 

 

7 Furstenberg, F. F., Jr., Brooks-Gunn, J., & Morgan, S. P. (1987). Adolescent mothers in later life. 
Cambridge, MA: Cambridge University Press. 
8 Haveman, R., Wolfe, B., & Peterson, E. (1997). Children of early childbearers as young adults. 
Washington, DC: The Urban Institute Press. 
9 Horacek, H. J., Ramey, C. T., Campbell, F. A., Hoffmann, K. P., & Fletcher, R. H. (1987). 
Predicting school failure and assessing early intervention with high-risk children. Journal of the 
American Academy of Child & Adolescent Psychiatry, 26(5), 758-763. 
10 Kagan, S. L., Moore, E., & Bradekamp, S. (1995). Reconsidering children's early development 
and learning: Toward common views and vocabulary. Washington, DC: National Education Goals 
Panel, Goal 1 Technical Planning Group. 
 

11 Kahn, J. G., Brindis, C. D., & Glei, D. A. (1999). Pregnancies averted among U.S. teenagers by 
the use of contraceptives. Family Planning Perspectives, 31(1), 29-34. 
12 Kahn, J. R., & Anderson, K. E. (1992). Intergenerational patterns of teenage fertility. 
Demography, 29(1), 39-57. 
13 Kids Count, & Child Trends. (2002). The right start for America’s newborn: A decade of city and 
state trends (1990-1999), from http://www.aecf.org/kidscount/rightstart2002/ 
 

 

men, E., Papillo, A. R., Franzetta, K., Williams, S., & Ryan, S. (2001). 
Background for community-level work on positive reproductive health in adolescence: Reviewing 
the literature on contributing factors. Washington, DC: Child Trends. 
 

 

14 Levine, J. A., Pollack, H., & Comfort, M. E. (2001). Academic and behavioral outcomes among 
the children of young mothers. Journal of Marriage and the Family, 63(2), 355-369. 
 

15 Manlove, J. (1997). Early motherhood in an intergenerational perspective: The experiences of a 
British cohort. Journal of Marriage & the Family, 59(2), 263-279. 
 

16 Manlove, J., Terry, E., Gitelson, L., Papillo, A. R., & Russell, S. (2000). Explaining demographic 
trends in teenage fertility, 1980-1995. Family Planning Perspectives, 32(4), 166-175. 
17 Manlove, J., Terry-Hu

18 Manlove, J., Terry-Humen, E., Papillo, A. R., Franzetta, K., Williams, S., & Ryan, S. (2002). 
Preventing teenage pregnancy, childbearing, and sexually transmitted diseases: What the 
research shows. Washington, DC: Child Trends. 

 M1 - 4

http://www.healthpolicy.ucla.edu/chis/news/
http://www.childtrends.org/PDF/FAAG2001.pdf
http://www.childtrendsdatabank.org/


 

19 Martin, J. A., Hamilton, B. E., Ventura, S. J., Menacker, F., & Park, M. M. (2000). Births: Final 
data for 2000. Hyattsville, MD: National Center for Health Statistics. 
 

20 Martin, J. A., Park, M. M., & Sutton, P. D. (2002). Births: Preliminary data for 2001. National 
Vital Statistics Reports, 50(10). 
 

21 Maternal and Child Health Bureau. (2002). Child Health USA 2001. Washington, DC: U.S. 
Department of Health and Human Services. 
 

22 Moore, K. A., Morrison, D. R., & Greene, A. D. (1997). Effects on the children born to 
adolescent mothers. In R. A. Maynard (Ed.), Kids having kids: Economic costs and social 
consequences of teen pregnancy (pp. 145-180). Washington, DC: The Urban Institute Press. 
 

23 National Center for Health Statistics, Births: Final data for 2000, 
http://www.cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_05.pdf 
 

24 U.S. Department of Health and Human Services. (2000). Healthy People 2010 (Conference 
Edition, in Two Volumes). Washington, DC: Author. 
 

 

 

 

 

25 U.S. Department of Health and Human Services: Office of the Assistant Secretary for Planning 
and Evaluation. (2001). Trends in the well-being of America's children and youth 2001. 
Washington, DC: Author. 
 

26 UNICEF. (2001). A league table of teenage births in rich nations. Florence, Italy: UNICEF 
Innocenti Research Centre. 
 

27 Ventura, S. J. (1995). Births to unmarried mothers: United States, 1980-1992. Vital and Health 
Statistics, 21(53). 
28 Ventura, S. J., Curtin, S. C., Mathews, T. J., & Hamilton, B. E. (2001). Births to teenagers in the 
United States, 1940-2000. National Vital Statistics Reports, 49(10). 
29 Ventura, S. J., Martin, J. A., Curtin, S. C., Menacker, F., & Hamilton, B. E. (1999). Births: Final 
data for 1999 (National Vital Statistics Reports, Vol. No. 49(1)). Hyattsville, MD: National Center 
for Health Statistics. 
30 Ventura, S. J., Mathews, T. J., & Hamilton, B. E. (2001). Teenage births in the United States: 
Trends, 1991-2000, an update. National vital statistics reports, 50(9). 
31 Wertheimer, R., Jager, J., & Moore, K. A. (2000). State policy initiatives for reducing teen and 
adult nonmarital childbearing: Family planning to family caps. Washington, DC: The Urban 
Institute. 

 M1 - 5



 

 



 

M.  Fewer teenagers have babies, and more parenting teenagers delay 
subsequent pregnancies. 

2.  Number and percentage of teenage births within 24 months of a 
previous birth (P) 

Category: Outcome measure 
 
What is the definition of this indicator? 
 
This indicator is defined as the number of children born to teenagers under the 
age of 18 within 24 months of their having given birth to another child.  The 
percentage of teenage births within 24 months of a previous birth is calculated by 
taking this number and dividing it by the total number of live teenage births. 
 
Why is this indicator important? 
A large number of teen births are repeat births.  Repeat births represent more 
than 20 percent of all births to teenagers, or approximately 112,000 births in 
1999.  These births are often closely spaced: Almost 1 in 4 women whose first 
birth occurred before age 18 has a second birth within 24 months.  The large 
majority of repeat births to teenagers (70 percent) are to those who are 
unmarried.3,15 
 

 

 

These repeat births come at a great cost to the teenage mothers 
themselves, their children, and society at large.  The problems associated 
with teenage motherhood are particularly acute for, and are less likely to be 
overcome by, teenagers who are parenting more than one child.3  Research 
shows that teenagers who have subsequent births, in particular closely spaced 
births, are less likely to obtain a high school diploma and are more likely to live in 
poverty or receive welfare than those who have only one child during 
adolescence.5  Women having a second birth in their teens are less likely to hold 
down jobs, more likely to earn lower wages, and have fewer opportunities for 
career advancement than women who postpone additional births.4  These 
financial difficulties are also harmful to the children of teenage mothers.  Studies 
show that children from lower-income homes score lower on standardized tests 
for verbal ability1 and have lower cognitive abilities such as reading, number 
skills, problem solving, creativity, and memory.13 

The risks of low birth weight and poor health outcomes also increase for 
children born to teenagers who already have had a child.  These children are 
also more likely to suffer from child abuse or to be placed into foster care.1  Ill 
health and physical and developmental problems may lead to increased 
absenteeism, resulting in problems in adapting to school.10  

Studies show that repeat teen pregnancies are sensitive to change.  Studies 
suggest that a combination of keeping teen mothers in school and living at home 
might help to prevent subsequent teen pregnancies.  Additionally, involvement in 
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social institutions (e.g., churches, community centers, sports, after-school 
activities) may also help to prevent pregnancies because they provide something 
positive in which at-risk teens can become engaged.6 
 
Who else currently uses this indicator 
 

 

Many national and state efforts monitor this indicator for children’s school 
readiness.  This indicator is currently used by the American Medical Association, 
the Centers for Disease Control and Prevention, Child Trends, Kids Count, the 
National Campaign to Prevent Teen Pregnancy, the National Center for Health 
Statistics, Planned Parenthood, the U.S. Department of Health and Human 
Services, the U.S. Department of Labor, UNICEF, and the World Health 
Organization.  Healthy People 2010 also tracks this indicator.14 
 
Rhode Island and South Carolina are two examples of states that also use this 
indicator. 

What are the possible sources of data for this indicator? 
 

 
Standard survey items and public use data files are available online.  National 
and state-level information on teenage subsequent births is distributed by the 
National Center for Health Statistics and can be found in Births: Final data for 
2000; e also available online.
 

 

This indicator can be compiled from birth records.  Nationally, birth records are 
accumulated in a database at the Division of Vital Statistics, a branch of the 
National Center for Health Statistics in the Natality Data, Public Use data files.  
Locally, these records can be obtained by contacting county or state health 
departments.   

9 the 2001 preliminary data ar 8 

California specific data (statewide and for most counties) are collected by the 
University of California, Los Angeles (UCLA) Center for Health Policy Research 
in the California Health Interview Survey the California Health Interview Survey.2 

Are there any key issues or concerns about the use of this indicator? 
 
• Sensitivity to change: 
This indicator is sensitive to change as evidenced by studies that have found that 
between its peak in 1991 and 2001, the overall U.S. teen pregnancy rate 
declined by a striking 26 percent.  Although the rate of first births to teenagers 
declined by 13 percent during that time, the rate of second births to teenagers fell 
by a full 21 percent.3  Programs that have shown successful results in reducing 
the percentage of subsequent teen pregnancies used nurses to provide home 
visits aimed at improving young mother’s parenting skills and also healthy 
lifestyle choices.  According to a study reported in the Journal of the American 
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Medical Association, 5 years after the birth of a first child, nurse-visited women in 
Memphis, Tennessee, had 14 percent fewer subsequent pregnancies and a 34 
percent reduction in closely spaced pregnancies.3  Additionally, women who had 
gone through the program experienced a 4-month greater interbirth interval than 
women in the control group.  The study also shows that these women 
experienced decreased welfare dependency and increased rates of employment.  
Although the cost of the home visits ran $2,800 a year per family, the authors 
suggest that healthier children and more self-sufficient mothers will offset these 
costs in the long run.3 
 
• 

• Other: 

 
 

Cultural issues:  
In 1995, of all teen births among blacks, 24 percent were subsequent births, 
among Hispanics, 23 percent were subsequent births, and among whites, 19 
percent were subsequent births.11  A greater disparity can be found when 
examining only those women who had already had a teen birth.  In this group 42 
percent of blacks had a subsequent birth compared with 39 percent of Hispanics 
and 33 percent of whites.6 
 

Levels in this indicator may be related to race, sex, and economic well-being.  
National data indicate that high school males were normally more sexually active 
than females, Hispanic and black adolescents were more active than whites, and 
adolescents who had parents with lower levels of education were generally more 
sexually active than their counterparts with more highly educated parents.12  
Adolescents from low-income homes were also more likely to engage in sexual 
activities than adolescents from middle- or upper-income homes.12  These high-
risk groups were also more likely to have subsequent births.7   
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M.  Fewer teenagers have babies, and more parenting teenagers delay 
subsequent pregnancies. 

3.  Percentage of adolescents who have never engaged in sexual 
intercourse before age 18 (C)  

Category: Performance measure 
 
What is the definition of this indicator? 
 
This indicator is calculated by taking number of adolescents who have never 
engaged in sexual intercourse before age 18 and dividing it by the total number 
of adolescents under age 18. 
 
Why is this indicator important? 
 
Research has shown that children of teenage mothers have lower levels of 
cognitive and academic achievement, and higher levels of behavioral 
problems.3,4,7,9  A parent’s age at the time of birth is significantly related to 
his/her child’s well-being.  Low early cognitive attainment may in turn hinder the 
ability of a child to engage in the early learning that is important for school 
readiness.15  Children of teenage parents are also more likely to grow up in 
homes that have lower levels of emotional support and are less likely to earn 
high school diplomas.17 
 
Additionally, teen motherhood is often accompanied by poverty and 
hardships for both mother and child.22  Teen parents are generally 
unprepared for the financial, emotional, and psychological challenges of early 
childbearing.  The effects of these challenges are borne primarily by the children 
of teen mothers, followed by the mothers themselves, the mothers’ families, and, 
finally, by the government and taxpayers.2 
 
Adolescents who engage in sexual intercourse at a young age prolong the 
time period during which they are at-risk for pregnancy and sexually 
transmitted diseases.23  Younger age at first sexual intercourse is associated 
with a variety of negative outcomes among teens, including a greater likelihood 
of having nonvoluntary or unwanted sex,16 having multiple sexual partners,20 and 
having a teenage birth.11,25  Studies also show that older age at first sexual 
intercourse is associated with a greater chance of using contraception at that 
time and of more consistent use of contraception in subsequent sexual 
encounters.12,14  Contraception use is rising among teens, but remains, 
inconsistent, especially among younger adolescents, placing them at greater risk 
for an unintended pregnancy.8 
 

 M3 - 1



 

Who else currently uses this indicator? 
 
Many national and state efforts monitor this indicator for children’s school 
readiness.  This indicator is tracked nationally by the American Medical 
Association, the Centers for Disease Control and Prevention, the U.S. 
Department of Labor, Kids Count, the National Campaign to Prevent Teen 
Pregnancy, the National Center for Health Statistics, Planned Parenthood, 
UNICEF, the U.S. Department of Health and Human Services,27 and the World 
Health Organization.  Healthy People 201026 andThe Child Trends DataBank 
also track this indicator,6 as does the Maternal and Child Health Bureau 
(although by grade in high school instead of by age) in Child Health USA 2001.13 
 
The states of South Carolina and Rhode Island, among others, also track 
adolescent sexual activity. 
 
What are the possible sources of data for this indicator? 
 
A direct survey of a representative sample of students under age 18 is the 
easiest and most accurate way to collect data on this issue.  Questions 
pertaining to the general sexual activities of children between seventh and twelfth 
grade can be found in the National Longitudinal Survey of Adolescent Health.19 
 
Standard survey items are available online.  National survey data has been 
collected by the National Family Growth Survey for females who are sexually 
active by age 18.2  This statistic was also collected for an article in Social Forces 
for males who are sexually active.10  Also, school-based data on the sexual 
activities of adolescents is available from the Youth Behavior Surveillance 
System for students attending grades 7-12.28   
 
For a sample survey designed for California, see the California Health Interview 
Survey, which has questions pertaining to the age of first sexual intercourse.5  
The California Youth Risk Behavior Survey also has a measure pertaining to this 
indicator. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
A paper in Family Planning Perspectives examines estimates of sexual behaviors 
of teenagers from multiple sources.  It found that differences occur in the 
estimates but that the patterns are the same across multiple national surveys.21 
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The definition of sexual behavior is complex and socially defined as indicated in 
the following quotation:  
 
“Measuring any behavior using self-reporting is challenging, but measuring 
sexual behavior poses special problems.  The primary challenges of measuring 
sexual behavior among teenagers are that:  

• Sexual behavior is viewed as a private matter in our culture.  There are 
strong norms about not discussing one's own behavior with other people, 
especially with strangers.  Respondents may be reluctant to answer these 
questions, or they may refuse to answer them, either actively or passively 
by denying that they are engaging in the behavior.  

• Sexual behavior among teenagers may also be tinged by social 
desirability issues.  Teens may be reluctant to admit to engaging in 
behaviors that are disapproved of.  For prevention programs, this issue 
may be particularly important if program participants do not honestly report 
their actions out of fear of disapproval.  The corollary is that teens may be 
too eager to admit to engaging in behaviors that are socially acceptable.  

For reasons of both privacy norms and social desirability, estimates of the 
prevalence of sexual behaviors among teenagers may be biased.”24 
 
Standard interview items have been developed by the National Survey of Family 
Growth18 and the Youth Risk Behavior Survey.29   
 
• Sensitivity to change: 
This indicator is sensitive to change as evidenced by the declining number of 
teens who report engaging in sexual intercourse.  According to the National 
Survey of Family Growth, in 1990 the percent of women who had had sexual 
intercourse by age 15 was 25 percent.  According to the same survey, in 1995 
that percent had dropped to 13.55 percent.2  This decline was characteristic of 
trends related to teenage sexual behavior since 1990.23  It points to the success 
of reproductive health interventions, the general increase in public awareness, 
and targeted programs such as Postponing Sexual Involvement, Human 
Sexuality, and Health Screening.1  
 
• Other: 
This indicator may be related to race, sex, and economic well-being.  By age 18 
males were normally more sexually active on average than females, Hispanic 
and black adolescents are more sexually active on average than whites, and 
adolescents from low-income homes are more likely on average to engage in 
sexual activities.23 

 M3 - 3



 

 M3 - 4

 

Sources 
 

1 Aarons, S. J., Jenkins, R. R., Raine, T. R., El-Khorazaty, M. N., Woodward, K. M., Williams, R. 
L., et al. (2000). Postponing sexual intercourse among urban junior high school students - A 
randomized controlled evaluation. Journal of Adolescent Health, 27(4), 136-147. 
 

2 Abma, J., Chandra, A., Mosher, W., Peterson, L., & Piccinino, L. (1997). Fertility, family 
planning, and women's health: New data from the 1995 National Survey of Family Growth. Vital 
and Health Statistics, 23(19). 
 

3 Baldwin, W., & Cain, V. S. (1991). The children of teenage parents. In J. F. F. Furstenberg, R. 
Lincoln & J. Menken (Eds.), Teenage sexuality, pregnancy, and childbearing (pp. 265-279). 
Philadelphia, PA: University of Pennsylvania Press. 
 

4 Broman, S. (1981). Long-term development of children born to teenagers. In K. G. Scott, T. Field 
& E. G. Robertson (Eds.), Teenage parents and their offspring (pp. 195-224). New York, NY: 
Cambridge University Press. 
 

5 California Health Interview Survey, http://www.healthpolicy.ucla.edu/chis/news/ 
 

6 Child Trends. (2002). Child Trends Databank Indicator: Sexually experienced teens. Retrieved 
July 18, 2002, from http://www.childtrendsdatabank.org 
 

7 Furstenberg, F. F., Jr., Brooks-Gun, J., & Morgan, S. P. (1987). Adolescent mothers in later life. 
New York, NY: Cambridge University Press. 
 

8 Henshaw, S. K. (1999). Unintended pregnancy in the United States. Family Planning 
Perspectives, 30(1), 24-29 & 46. 
 

9 Hofferth, S. L. (1987). Social and economic consequences of teen childbearing. In S. L. Hofferth 
& C. Hayes (Eds.), Risking the future: Adolescent sexuality, pregnancy, and childbearing (Vol. 2, 
pp. 123-144). Washington, DC: National Academy Press. 
 

10 Ku, L., Sonenstein, F. L., & Pleck, J. H. (1993). Neighborhood, family, and work: Influences on 
the premarital behaviors of adolescent males. Social Forces, 72(2), 479-503. 
 

11 Manlove, J., Terry, E., Gitelson, L., Papillo, A. R., & Russell, S. (2000). Explaining demographic 
trends in teenage fertility, 1980-1995. Family Planning Perspectives, 32(4), 166-175. 
 

12 Manning, W. D., Longmore, M. A., & Giordano, P. C. (2000). The relationship context of 
contraceptive use at first intercourse. Family Planning Perspectives, 32(3), 104-110. 
 

13 Maternal and Child Health Bureau. (2002). Child Health USA 2001. Washington, DC: U.S. 
Department of Health and Human Services. 
 

14 Mauldon, J., & Luker, K. (1996). The effects of contraceptive education on method use at first 
intercourse. Family Planning Perspectives, 28(1), 19-24 & 41. 
 

15 Maynard, R. A. (1997). The costs of adolescent childbearing. In R. A. Maynard (Ed.), Kids 
having kids: economic costs and social consequences of teen pregnancy (pp. 185-337). 
Washington, DC: The Urban Institute Press. 
 

16 Moore, K. A., Manlove, J., Glei, D. A., & Morrison, D. R. (1998). Non-marital school-age 
motherhood: Family, individual, and school characteristics. Journal of Adolescent Research, 
13(4), 443-457. 



 

17 Moore, K. A., Morrison, D. R., & Greene, A. D. (1997). Effects on the children born to 
adolescent mothers. In R. A. Maynard (Ed.), Kids having kids: Economic costs and social 
consequences of teen pregnancy (pp. 145-180). Washington, DC: The Urban Institute Press. 
 

18 National Family Growth Survey, http://www.cdc.gov/nchs/nsfg.htm 
 

19 National Longitudinal Survey of Adolescent Health, 
http://www.cpc.unc.edu/projects/addhealth/codebooks.html 
 

20 Santelli, J. S., Brener, N. D., Lowry, R., Bhatt, A., & Zabin, L. (1998). Multiple sexual partners 
among US adolescents and young adults. Family Planning Perspectives, 30(6), 271-275. 
 

21 Santelli, J. S., Lindberg, L. D., Abma, J., McNeely, C. S., & Resnick, M. (2000). Adolescent 
sexual behavior: Estimates and trends from four nationally representative surveys. Family 
Planning Perspectives, 32(4), 156-165, 194. 
 

22 Sarin, R. (2002). Kid-friendly cities health improvement report card. Washington, DC: Population 
Connection. 
 

23 Smith, C. A. (1997). Factors associated with early sexual activity among urban adolescents. 
Social Work, 42(4), 334-346. 
 

24 Sonenstein, F. L. (1997). Using self reports to measure program impact. Children and Youth 
Services Review, 19(7), 567-585. 
 

25 Thornberry, T. P., Smith, C. A., & Howard, G. J. (1997). Risk factors for teenage fatherhood. 
Journal of Marriage and the Family, 59, 505-522. 
 

ment of Health and Human Services. (2000). Healthy People 2010 (Conference 
Edition, in Two Volumes). Washington, DC: Author. 
 

 

26 U.S. Depart

27 U.S. Department of Health and Human Services: Office of the Assistant Secretary for Planning 
and Evaluation. (2001). Trends in the well-being of America's children and youth 2001. 
Washington, DC: Author. 
28 Youth Risk Behavior Survey, Questions 57-64. 
http://www.cdc.gov/nccdphp/dash/yrbs/survey99.htm 
 

29 Youth Risk Behavior Survey, http://www.cdc.gov/nccdphp/dash/yrbs/index.htm 
 

 M3 - 5

http://www.cdc.gov/nccdphp/dash/yrbs/survey99.htm


 

 



 

M.  Fewer teenagers have babies, and more parenting teenagers delay 
subsequent pregnancies. 

4.  Number and percentage of sexually active adolescents reporting 
regular use of birth control (C)  

Category: Performance measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of people under age 18 who are having 
sexual intercourse and report using some type of medical or chemical birth 
control (birth control pill, condom, IUD, diaphragm, cervical cap, spermicide, 
Norplant, Depo-Provera) at the most recent intercourse.  The percentage of 
sexually active adolescents reporting regular use of birth control is calculated by 
taking the previous number and dividing it by the total number of sexually active 
adolescents under age 18. 
 
Why is this indicator important?  
 

 
Adolescent perception of peer beliefs involving contraceptives is also an 
important determining factor of teen birth control use.  For example if a teen 
believes that his/her friends do not use condoms or do not like using them, 
he/she is less likely to use condoms.
 
Studies additionally show that an older age at first sexual intercourse is 
associated with a greater chance for use of contraception at that time and 
more consistent use of contraception in subsequent sexual encounters.
Despite the dropping teenage birth rate, studies show that adolescents 
(especially younger adolescents) do not consistently use contraceptives.11  
Teens who experience nonvoluntary sex or have older sexual partners also are 
less likely to use contraceptives on a regular basis than most teens.
 

In 2001, teen birth rates hit a record low, yet remain higher than in any 
other industrialized nation.19,24  This is attributable to multiple factors, 
including: a general decline in U.S. birth rates, an increase in teen pregnancy 
prevention initiatives, an increase in sexual education programs, and greater 
availability of contraceptives.7,13,19  Teens with easily accessible information 
about reproductive health are more likely to use contraception than those who 
lack such access.20,22  Some studies show that reproductive health classes, 
offered in many schools, result in decreased sexual activity, as well as increased 
use of various types of birth control.15,20  Additionally, adolescents who discuss 
sexual risk with their partners are much more likely to use contraceptives than 
those who do not discuss such risks.34 

33 

20 22  

3,28 
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Contraceptive use to prevent teen pregnancy is also important for child 
development.  Research shows that children of teen parents experience lower 
levels of cognitive and academic achievement, and higher levels of behavioral 
problems. tainment may in turn hinder the ability of a child 
to engage in the early learning that is important for school readiness.23 
 

4,5,12,23  Low cognitive at

Who else currently uses this indicator? 
 

 
California, South Carolina, and Rhode Island are a few of the states that also use 
this indicator.  
 

Many national and state efforts monitor this indicator for children’s school 
readiness.  This indicator is currently used by the American Medical Association, 
the Centers for Disease Control and Prevention, Child Trends, KIDS COUNT, the 
National Campaign to Prevent Teen Pregnancy, the National Center for Health 
Statistics, Planned Parenthood, UNICEF, the U.S. Department of Labor, the U.S. 
Department of Health and Human Services,31 and the World Health Organization.  
The Child Trends DataBank tracks condom use and birth control pill use.8,9  
Healthy People 2010 tracks the number of adolescents age 15-17 who use 
contraception.30  The Maternal and Child Health Bureau tracks condom use at 
time of last sex in Child Health USA 2001.21 

What are the possible sources of data for this indicator? 
 
A direct survey of a representative sample of students under age 18 is an easy 
and accurate way to collect data on this issue.   
 
Child Trends conducted a review of more than 150 research studies on 
adolescent reproductive health.
 
Additional survey data may be found online for (1) females who are sexually 
active by age 18; e by age 18.
 

 

 

19   

2 and (2) males who are sexually activ 16  

Standard survey items are available online.  Questions pertaining to the general 
sexual activities of adolescents from seventh through twelfth grades can be 
found in the National Longitudinal Survey of Adolescent Health.25  The National 
Longitudinal Survey of Youth also collects this indicator through national 
surveys.26 

In addition, school-based data on the sexual activities of adolescents is available 
from the Youth Behavior Surveillance System for students attending grades 7 
through 12.35 

For a sample survey targeting California, see the California Health Interview 
Survey, which has questions pertaining to teen use of birth control.6  The 
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California Youth Risk Behavior Survey also has a measure pertaining to this 
indicator. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 
Measuring any behavior using self-reporting is challenging, but measuring sexual 
behavior poses special problems.  The primary challenges of measuring sexual 
behavior among teenagers are: 

• 

• “Sexual behavior among teenagers may also be tinged by social 
desirability issues.  Teens may be reluctant to admit to engaging in 
behaviors that are disapproved of.  For prevention programs, this issue 
may be particularly important if program participants do not honestly report 
their actions out of fear of disapproval.  The corollary is that teens may be 
too eager to admit to engaging in behaviors that are socially approved.”

For reasons of both privacy norms and social desirability, estimates of the 
prevalence of sexual behaviors among teenagers may be biased.27  
 
• Sensitivity to change: 

“Sexual behavior is viewed as a private matter in our culture.  There are 
strong norms about not discussing one's own behavior with other people, 
especially with strangers.  Respondents may be reluctant to answer these 
questions, or they may refuse to answer them, either actively or passively 
by denying that they are engaging in the behavior.”27 

27 

This indicator is sensitive to change as evidenced by the increasing number and 
percentage of teens consistently using some form of birth control during sex.13  A 
number of intervention programs have shown results pointing to increased 
contraceptive use among sexually active teenagers.  For example, the Children’s 
Aid Society – Carrera involves a long-term and holistic approach providing 
medical care while also encouraging sports, sexual education, self-expression 
through the arts, and academic support.  It has shown increased female use of 
highly effective forms of medical and chemical forms of birth control, as well as 
increased reproductive knowledge among females.32  Other programs, such as 
Teen Talk, use lectures, role-playing, films, and discussion to help improve the 
consistent use of contraceptives among sexually active males.10  Programs like 
Postponing Sexual Involvement/ENABL, Project SNAPP, and the Youth AIDS 
Prevention Project all use lessons on decision-making skills, strategies to deal 
with pressures for sexual intercourse, and contraceptive use to increase the 
amount of teen contraceptive use.  These programs center around lectures, 
small group exercises, class discussions, and more interactive methods of 
teaching (role-playing, games, guided discussions, etc.).1,14,18  
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• 
This indicator is affected by racial and economic factors.  For example, teens in 
communities with large Hispanic populations are less likely to use contraceptives 
than teens in other communities. cents from disadvantaged 
communities with high rates of poverty are less likely to use any form of birth 
control consistently.29 

Other: 

17  Additionally, adoles
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N.  Families are self-sufficient. 

 

1.  Number and percentage of children living in poverty (C) 
Category: Outcome measure 

What is the definition of this indicator? 
 

 

This indicator refers to the number of children living in households that report an 
income below the poverty guideline established by the U.S. Department of Health 
and Human Services.  For 2002, $18,100 was established as the poverty 
guideline for a family of 4; thus, a family of 4 must have a pretax cash income 
exceeding  $18,100 to be above the poverty line.21  The poverty guideline adjusts 
according to size of the family unit, increasing or decreasing at a rate of $3,080 
per person.10  The percentage can be calculated by dividing the number of 
children living in poverty by the number of children in the population or area 
being studied.  Data on this indicator should be organized into the following age 
ranges: 0 to 5, and 5 and older.   

Why is this indicator important? 
 

 

 

Poverty and its associated conditions can have significant effects on 
children’s development and well-being, particularly in early childhood.11  
Children in families who are at or below the poverty line generally have more 
behavior problems, more social and emotional problems, and lower self-esteem 
than their peers.12  These youth have more physical health problems and poorer 
nutrition than their nonpoor counterparts.3  In addition, as poverty persists, 
children are more likely to feel sad and anxious, and interactions with their 
mothers are likely to become less emotionally expressive, involved, responsive, 
and cognitively stimulating.12 

Academic outcomes also appear to be negatively influenced by a lower 
socioeconomic status.  On average, children from economically disadvantaged 
families score lower on standardized tests for verbal ability3 and exhibit lower 
performance in areas such as reading, math,13 problem-solving, creativity and 
memory.19  Research suggests that these outcomes could be related to the lack 
of resources to provide “cognitively stimulating materials, experiences, and 
activities” in the home.13  In addition, the ill-health and physical and 
developmental problems that are associated with poverty may lead to increased 
absenteeism from school and, in turn, to problems adapting to school.17  In 
adolescence, poverty is associated with fewer total years of schooling and higher 
school failure and dropout rates.16    

The conditions associated with poverty can also be detrimental to 
children’s health.  Children in poverty are more often exposed to a poor 
physical environment in the home (including unclean12 and unsafe conditions, 
such as the presence of environmental toxins).18  They are more likely to have 
chronic conditions and have less access to healthcare.  Children in poverty are 
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also more likely to experience such conditions as abuse, lower quality child care, 
and malnutrition.18  
 
Who else currently uses this indicator? 
 
Several national and state efforts monitor this indicator.  Among others, the Annie 
E. Casey Foundation’s Kids Count Data Book California County Data Book 
2001 (Children Now), California State and County Quick Facts, The 
California Child Care Resource & Referral Network,4 Child Trends’ Databank
the Children’s Defense Fund, America’s Children: Key National Indicators of 
Well-Being 2002 ute for Research on Poverty, 
National Longitudinal Surveys, the Maternal and Child Health Bureau,15 and the 
Urban Institute (for use in Snapshots of America’s Families, for example), all use 
this indicator.  
 

,1 the 
6 the 

,5 

,14 the Head Start Bureau, the Instit

What are the possible sources of data for this indicator? 
 
National data are collected by several sources.  National, state, and county 
information is collected in the 2000 Census by the U. S. Census Bureau.  
National data is available annually from the Current Population Survey.
on the nation and 13 states (including California) are collected by the National 
Survey of America’s Families (NSAF).
 

22  Data 

23  

Are there any key issues or concerns about the use of this indicator? 
 
• 

 

Reliability/Validity:   
Poverty level calculated by income does not include all of the impacts of various 
family economic resources and expenses.  Currently, poverty measures do not 
take into account the following: the financial effects of federal, state, and local 
taxes (e.g., the federal income tax, the Social Security payroll tax, Earned 
Income Tax Credits), work-related expenses (e.g., child care, transportation, 
uniforms), government subsidies, medical expenses, “near-money benefits” (e.g., 
food stamps, public housing),24 and expenses that differ by geographic region.9  
Furthermore, poverty guidelines do not take into account whether a family 
spends money on housing (rent or mortgage payments) or not (in the case of 
home ownership).  As such, two families receiving the same income could have 
significantly different experiences, depending on their housing expenditures.2   

In recent reports the U.S. Census Bureau used key elements from the National 
Research Council to calculate poverty rates from 1990 to 1997 that were different 
from official rates.  The calculation method takes into account in-kind transfers, 
such as food stamps and housing benefits, and work -elated expenditures.  The 
new measure tends to increase the relative poverty rate of children living with 
employed low-income persons with higher work-related expenses and to 
decrease the relative poverty rate of children who are more likely to live in 
families that receive in-kind transfers.14 
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• 

 

• 
Young black and Hispanic children are three times more likely to live in poverty 
than their white counterparts. hould be disaggregated by 
ethnic groups. 

• Other:   

 

 

Sensitivity to change:   
There is evidence that the percentage of children in poverty nationally has 
decreased significantly over the last few years.24  In 1996, 21 percent of children 
were identified as poor, whereas only 18 percent were identified as poor in 
1998.24  The trend was especially pronounced for children in single-parent 
families.24   By 2000, the percent of children in poverty was at its lowest in 25 
years at 16 percent.5   

However, poverty is likely to be persistent on the individual level.  Children who 
are poor in any given year have an 80% chance of being poor the subsequent 
year.8 
 

Cultural issues:   

18  When possible, data s

 

Developmental and behavioral outcomes related to poverty differ according to 
how long and how many times a child lives in poverty, and how severe the 
poverty is.12  

The discrepancy between the percentage of children and the percentage of 
adults living in poverty is significant.  Nationally, in 2000, 9.4 percent of adults 
between age 18 and 64 lived in poverty, compared with 16.1 percent of youth 
under 18.20  In California in 2000, more than 21 percent of children under age 4 
lived in poverty, compared with 11.7 percent of California adults.7 

Children under age 3 are the most likely population to live in poverty; 2.1 million 
children in this age range were poor in 2000.18 
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N.  Families are self-sufficient. 
2.  Number and percentage of parents reporting food security (i.e., no 

hunger, as opposed to moderate or severe hunger) (P) 
Category: Outcome measure   

 
What is the definition of this indicator? 
 
This indicator refers to the number of parents who indicate that their household 
has food security and does not experience hunger (both terms are defined 
below).  The percentage is calculated by taking the number of parents reporting 
food security divided by the total number of parents. 

• Food security is “access by all members [of a household] at all times to 
enough food for an active, healthy life.” 
“(1) the ready availability of nutritionally adequate and safe foods, and (2) an 
assured ability to acquire acceptable foods in socially acceptable ways (that 
is, without resorting to emergency food supplies, scavenging, stealing, or 
other coping strategies).”

• Hunger is a severe expression of food insecurity, characterized by the 
recurrent and involuntary lack of access to food because of financial 
reasons.

 

 

 
The U.S. Department of Agriculture (USDA) is arguably the most well-established 
institution conducting research on food security.  The USDA provides the 
following definitions of terms:   

16  Food security includes at least:  

16   

15,16   
• Households and individuals are identified as experiencing food insecurity and 

hunger only if these outcomes are due to “financial resource constraint,” and 
not due to voluntary behaviors (such as dieting).1    

The U.S. Department of Health and Human Services and the Centers for 
Disease Control and Prevention employ similar definitions.4   

Why is this indicator important? 
 

                                                

Lack of adequate food and nourishment is detrimental to children’s health 
and development.9  Food insecurity and particularly hunger are detrimental to a 
variety of developmental and behavioral outcomes in children.1  For example, 
malnutrition3 and undernutrition5,4 may negatively affect cognitive development 
and academic achievement, evidenced in outcomes such as decreased learning 
ability, lower levels of attention,12 and a higher frequency of school absence due 
to illness.3  In addition, undernourishment can lead to fatigue,3 anxiety, 
decreased motivation, apathy, and compromised emotional development in 

 
3 Malnutrition can be understood as “a condition that results from an excess, imbalance, or deficit 
of nutrient availability in relation to tissue needs.”4  
4 Undernutrition can be understood as “a form of malnutrition resulting from a deficit of nutrient 
availability in relation to tissue needs …  Undernutrition is accompanied by an excessive loss of 
lean body mass in children and adults.”4 
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general,12 which are negative outcomes in their own right and can also negatively 
affect children’s interest in and ability to learn.  Similarly, the deficiency of certain 
micronutrients, more likely among people experiencing food insecurity, can 
produce negative outcomes.  For example, lower than average IQ levels have 
been found in children with an iodine deficiency.8   
 
Who else currently uses this indicator? 
 

 

Many national and state efforts use this indicator to monitor children’s school 
readiness.  Healthy People 2010 tracks this indicator, and a variant of this 
indicator is monitored in America’s Children: Key National Indicators of Well-
Being 20027 as well as in Trends in the Well-being of America’s Children and 
Youth.17  

What are the possible sources of data for this indicator? 
 

 

 

 

Data and parent survey items are available from national sources.  The National 
Survey of America’s Families collects data on food security at the national level 
and for 13 states, including California.18  In addition, the USDA’s Economic 
Research Service collects state and national data on this indicator through the 
Food Security Supplement to the Current Population Survey.14  This 18-item 
instrument (or a shorter 6-item instrument) is designed to determine if 
households (distinguishing between adults and children) have experienced 
hunger or food insecurity over the past year.  Of the 18 items, 12 are used to 
compose a general food security scale.  The data and survey items for the above 
surveys are available online.  

The Centers for Disease Control and Prevention collects information on the 
following question in the Social Context Module of the Behavioral Risk Factor 
Surveillance System (BRFSS): “In the past 30 days, have you been concerned 
about having enough food for you or your family?”4 

Other sources of data on this indicator include: The Early Childhood Longitudinal 
Study, Kindergarten Cohort (ECLS-K) (U.S. Department of Education; National 
Center for Education Statistics); National Health and Nutrition Examination 
Survey;1 Survey of Program Dynamics (U.S. Census Bureau); U.S. Census 
Bureau;14 \USDA; and Centers for Disease Control and Prevention.4    
  
At the state level, the University of California, Los Angeles’ Center for Health 
Research uses this indicator as a measure in the California Health Interview 
Survey.2 
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Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity:   

 
Food security, insecurity, and hunger, and the behaviors and perceptions that 
accompany these experiences, are extremely complicated phenomena that may 
be prone to inaccurate or misleading reporting.  Respondents experiencing food 
insecurity may have trouble understanding the survey question or may feel 
discomfort (or embarrassment or wariness) reporting on such a sensitive topic.  
The potentially episodic nature of food security and insecurity may also 
complicate accurate reporting. ts of food insecurity 
may not reflect the food availability experienced by children, given that parents 
will often limit their food intake so that children have enough to eat.
measures of this indicator need to focus on hunger or food insecurity that have 
resulted from financial constraints (not, for example, from dieting or being too 
busy to eat).1   
 

• 
Fluctuations in food security are related to fluctuations in rates of poverty.  One 
survey found insecurity reported at a level of 6 percent in 1996 and 4.6 percent in 
1998. urred in food 
insecurity, and a 24 percent decrease took place in families experiencing 
hunger. declined by about half between 1995 and 
1999.10 

• 
The food security indicator appears to vary by race and ethnicity.  Hispanics and 
non-Hispanic blacks report the highest rates of food insecurity
rates of child hunger. d be disaggregated by ethnic 
groups. 
 
• 

 

Reporting by parents may differ by gender, with women being more likely to 
report concern about food security.4  The USDA’s 18-variable estimates on levels 
of food insecurity are statistically reliable.1,15  The USDA’s food security scale is 
“reliable in describing the status of a population,” but at this point has not been 
supported as reliable in describing the status of an individual household.1 

4  In addition, household repor

6  Therefore, 

Overall, the USDA’s 18-item food security indicator has been shown to be a 
stable, valuable measure, and is regarded as the government’s primary source 
for food security information.1   
 

Sensitivity to change:   

4  Between 1995 and 1999 a 12 percent national decline occ

13  Reports of children’s hunger 

 
Cultural issues:   

11 and the highest 
10  When possible, data shoul

Other:   
The differences in food security rates reported by different states have been 
significant.  Levels of reported concern for food security varied from 3.1 percent 
to 9.4 percent in a study of Maryland, Montana, Pennsylvania, Virginia, Kansas, 
Louisiana, and South Carolina.4   
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Note that this indicator, specifically as expressed by the collection of USDA’s 
items, does not provide information on food safety, nutritional status, or the 
availability of food in the community.1   
 
Given that food insecurity and “food insecurity with severe hunger” apply to a 
small proportion of households (0.8 percent and 0.5 percent, respectively), it may 
be valuable to consider an additional measure of children’s nutritional well-being. 
7  The Healthy Eating Index (HEI) can supply information about diet quality, 
including the number and percentage of children who consume the 
recommended quantity of fruits, vegetables, and dairy products per day.  A 
significant proportion of American youth do not consume enough of these kinds 
of foods.  In fact, less than a quarter of children 2 to 5 years of age have what the 
USDA’s Center for Nutrition Policy and Promotion consider a “good diet,” and this 
figure declines significantly with age.6  Youth with poor diets are at greater risk for 
malnutrition, obesity, and certain diseases.6 
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N.  Families are self-sufficient. 
3.  Number and percentage of children who move more than once in a 

year (P) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 

 

This indicator refers to the number of children under age 18 who change their 
primary residence, or the home in which they typically spend more than half of 
their time, more than once a year.  A change in residence is typically 
characterized as a change in documented address, such as that listed in schools’ 
or primary care providers’ records.5  The percentage can be obtained by dividing 
the number of children moving more than once a year by the total number of 
children in the study area/population.  Data on this indicator should be organized 
into the following age ranges: 0 to 5 and 5 and older.   

Why is this indicator important? 
 

 

Frequent mobility can exert a significant negative influence on a child’s 
quality of life and well-being.11  Given the proposition that being connected to a  
community is important for children’s healthy development, especially in cases of 
poverty or mental health problems within the family,6 frequent relocation can 
have detrimental effects on several child outcomes.  Cohesive, integrated 
neighborhoods, for example, are associated with more comprehensive parental 
monitoring of children;9,10 consistent monitoring has been associated with 
increases in academic functioning, social competency, and responsibilities, and 
with decreases in behavior problems and depression. (See indicator O1.)3  
Furthermore, in female youth, relocation is associated with lower levels of life 
satisfaction (although it has also been linked to lower levels of depression).2  In 
addition, children have reported feelings of loss due to relocation, most likely due 
to the decrease in, or loss of, contact with relatives and friends.7  Finally, youths 
who experience frequent residential mobility are more likely than their peers to 
repeat a grade in school,17 to achieve lower levels of educational attainment,1 to 
drop out of high school,11 to earn lower scores on tests, and to earn lower grade 
point averages.11  However, evidence suggests that moving from high-poverty 
neighborhoods may be beneficial.8    

Residential instability is important to track because it can reflect other 
characteristics of the child’s family, such as an insecure economic or 
family situation.  For instance, residential mobility is likely to occur among those 
experiencing divorce, unemployment, low socioeconomic status, and/or changing 
economic opportunities.12  In fact, one school of thought believes that residential 
mobility, in and of itself, does not necessarily lead to negative outcomes for 
children; those negative outcomes that do occur may, in fact, be the products of 
the same conditions that caused the residential instability and that have 
historically been associated with negative outcomes.11  However, an exception to 
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this model involves families in the military and the highly educated—typically a 
population with higher socioeconomic status and continuous employment—who 
may move more frequently than those with less education because of 
geographically diverse job opportunities.12  
 
Another concern related to relocation is the transmission of information to the 
child’s school.  With each move, there is risk that the new school receiving a 
relocated child will not have adequate information about him or her.  In these 
cases, the child may be placed in an inappropriate academic track or be 
subjected to unnecessary and frustrating repetition of subject material.11   
 
Who else currently uses this indicator? 
 

 

School systems, the Panel Study of Income Dynamics (PSID),4 the U.S. 
Department of Commerce,11 and the U.S. Department of Health and Human 
Services in Trends in the Well-Being of America’s Children & Youth 200116 are 
some of the institutions that track this indicator.   

What are the possible sources of data for this indicator? 
 
Any institution that collects information on the residential location of children, or 
of families with children, will be able to produce data for this indicator.  School 
transfer records, for example, can be used to track a child’s residential stability.   
 
Surveys represent another data collection strategy.  The U.S. Census Bureau 
collects residential information in several of its surveys.  Every 10 years the 
Census collects retrospective data on individuals’ residential location 5 years 
before the interview.12  Starting in 1999, the American Community Survey began 
collecting information about residence “one year ago;” this information was asked 
about all individuals over the age of 1.
(Child Health Supplement) also collects information about the residential mobility 
of children.
 

 

15  The National Health Interview Survey 

11,14 

Most generally, these surveys’ questions are based on the following models: ”In 
the last [x] year(s), how many times have you changed residence?”, “At [date], 
were you living in this residence?,”12 and “Have you moved to another residence 
since [date]?”5  An example of such a survey given in California, is the 
Standardized Testing And Reporting (STAR) test which, in a less direct question, 
assesses how often children move. 

Are there any key issues or concerns about the use of this indicator? 
 
• 
School records may not be a particularly valid source of relocation data, because 
they cover only those children who are in school and reflect only the location of 
the child at the beginning of, or during, the school year.  Given that families with 

Reliability/Validity:  
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children are more likely to move during the summer,13 it is possible that multiple 
relocations could occur while school is out of session and therefore would not be 
reflected in school records.   
 
• Sensitivity to change:   
If we assume that adult mobility reflects child mobility, it appears that this 
indicator is sensitive to change.  The percent of the U.S. population who moved 
between 1985 and 1990 was 2.6 percentage points higher than the percent of 
movers between 1990 and 1995.12  Furthermore, recent social policies, such as 
the Personal Responsibility and Work Opportunity Reconciliation Act 
(PRWORA), may encourage or necessitate low-income families to relocate;
possibility suggests that the rate of children moving more than once in a year 
may increase, as well.  However, changes are likely to be small or moderate, 
requiring a sample size that is large enough to detect such changes. 

• 

 
Certain populations may experience more pronounced negative effects of 
residential relocation.  For example, following a move, black and Hispanic 
children, children in earlier school grades, and boys appear to be at the most risk 
for depressed academic achievement.11 
 
• 
Between 1990 and 1995, more than half of children aged 5 to 9 years old moved 
residences.12 
 
Most changes in residence begin and end within the same county.12 
 

11 this 

 
Cultural issues: 

In 1995, Hispanics, Asians, and Pacific Islanders had the highest rates of 
residential mobility, at roughly 55 percent of each population moving over 5 
years.  In comparison, just under 48 percent of non-Hispanic blacks and 42 
percent of non-Hispanic whites changed residence between 1990 and 1995.12   

Other: 
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N. Families are self-sufficient. 
4.  Number and percentage of families who receive enhanced case 

management with services to meet their basic needs (P) 
Category: Performance measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of families who receive a particular type of 
assistance from social services professionals and agencies.  Typically, enhanced 
case management involves matching individual social services professionals to 
specific families to help them navigate the social services system, to locate 
available resources in their community, and to customize programs according to 
the families’ unique needs.  This type of enhanced, ,9,15 case 
management5 is associated with greater program retention, satisfaction,
motivation, and investment on the client level,3 and more positive goal-related 
outcomes on the program level. ween families 
that are processed through social services without partnership with any one 
caseworker or resource center’s team, and families that have a specific, 
identifiable, and consistent point of contact to the system. 

 

4,14 or intensive
9 

12,13  This indicator distinguishes bet

 
The percentage can be calculated by dividing the number of families receiving 
these enhanced services by the number of families who receive services to meet 
their basic needs. 

Why is this indicator important? 
 

                                                

Several social assistance programs have shown that families who 
experience more enhanced guidance from caseworkers and resource 
centers appear to enjoy higher quality services and better general 
outcomes.  For example, a study group in the Minnesota Family Investment 
Program featured, among other aspects, enhanced case management in which 
social service providers worked closely with the client to navigate available and 
relevant resources, develop employment plans, and clarify program 
requirements.7,13  By the end of the study, participants in this group appeared to 
have benefited more from the assistance program than did the control group; the 
employment, income, and marriage rates of the program participants were also 
significantly higher than those of the control group.13  Similarly promising findings 
were found for intensive case management in the Job Opportunities and Basic 
Skills Training Program (JOBS),12 Wisconsin’s New Hope program,3 and 
Florida’s Family Transition Program (FTP),2 whose participants were more 
informed regarding key information about their welfare programs than those not 

 
5 Enhanced or intensive case management refers to more significant, and often more regular, 
interaction between individuals and their caseworkers than has been available historically.  This 
interaction may include components such as smaller caseloads for the case manager, periodic 
home visits, detailed and closely monitored plans for reaching clients’ goals, mentoring, “special 
program participation incentives,”14 and/or a strong emphasis on motivating the client.4 
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in the program.2  In general, enhanced case management appears to 
significantly further the assistance program’s goals and may be key in families’ 
ability to access certain services.   
 

This indicator is particularly important because it can help agencies identify areas 
or populations who are not receiving this generally beneficial assistance.  
 

Compared with standard case management, more intensive case management 
has been associated with a greater reduction of client needs1 and with lower 
costs to the program over time.11  Furthermore, enhanced case management has 
ultimately been found to be more cost-effective than standard case management 
in many different areas of social services,6,17 despite high initial cost.11  However, 
in the case of certain client populations, such as those with serious mental 
illness, intensive case management has not been found to be cost-effective.5,15 
 

Who else currently uses this indicator? 
 
Because this is a new, original indicator, it is not currently known to be tracked by 
any institutions.   
 
What are the possible sources of data for this indicator? 
 

 

 
Items relevant to this indicator could be added to a survey such as the California 
Staffing Survey (CSS).  The CSS is a caseworker survey designed and 
administered by Rand in its evaluation of the CalWORKs (TANF) program.
However, it would have to be administered in each county. 

This indicator is original and is not currently in use by any organization or 
institution.  Certain sources, such as the U.S. Department of Health and Human 
Services and the National Survey of America’s Families (NSAF),16 collect data on 
enrollment in social services programs, but not on the interaction between clients 
and service workers.   

On a very general, family level, this information could be collected by asking 
families several questions (e.g., “Do you feel you get the help that you need in 
accessing social services?  Do you get personal help with issues that concern 
you?  Do you see the same caseworker every time?  How often do you see this 
caseworker?”).  However, these questions have unknown validity and reliability.  
Families unfamiliar with the variety of resources available to them would have 
inadequate knowledge to use in assessing their satisfaction with social services 
assistance. 
 
Alternatively, local welfare offices could track how many clients receive which 
type of case management.  However, data from individual offices may not 
necessarily provide the scope of information needed to calculate the total number 
and percentage of families who receive these services. 

10  
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Are there any key issues or concerns about the use of this indicator? 
 

Cultural issues: • 
Differences have been found among different racial and ethnic groups in the use 
of social services.  A study of elderly long-term care recipients found that 
Hispanic participants used significantly fewer agency services than did 
Caucasian participants.8  Instead, the Hispanic participants turned to sources of 
informal support.   
 
Receiving assistance in accessing social services may be influenced by the 
culture of participating families.  Individuals from certain cultural backgrounds 
may consider significant involvement in family issues by nonfamily members 
unacceptable or undesirable.  In addition, language barriers may make personal 
interaction with social services professionals ineffective and undesirable for 
certain populations.  Fortunately, services employing enhanced case 
management may be more equipped to identify and address the needs of non-
English-speaking populations.    
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N.  Families are self-sufficient. 
4.1  Number and percentage of families who receive support services 

through family resource centers 
Category: Performance measure 

 
What is the definition of this indicator? 
 

 

 
Core services offered on site include medical care, counseling, food assistance 
transportation assistance, parenting and literacy classes, and education 
programs.  Referrals include child care, and specialty medical, dental, and vision 
services.  In addition, direct links with early childhood and development programs 
such as Head Start, Early Start, and home visitation are available.7  
 

This indicator refers to the number of families who have children under age 5 and 
who receive support services from a family resource center (FRC) in their 
community.  The percentage can be calculated by dividing this number by the 
number of families with children under age 5 who live in the community. 

FRCs typically provide a wide range of services in a “one–stop” community hub 
to improve access to direct care, referrals, or information.7  Although the centers 
come in various forms, common initiatives include a neighborhood focus, high 
degree of collaboration, active inclusion of multiple constituencies, integrated 
services and case management, and an intensive view of children’s needs in the 
context of family and neighborhood.1 

Why is this indicator important? 
 
FRCs are able to provide more comprehensive and coordinated family 
support services than categorically funded programs or large social 
service agencies.  FRCs tend to be less bureaucratic (thus making it easier and 
more efficient to receive services), to take a more holistic approach to working 
with families, to provide a broader range of services, and to be located in a more 
convenient locations than services provided through social service agencies.8  
For children and families with multiple and complex needs and who are involved 
with multiple agencies and providers, lack of coordination can be a key barrier to 
comprehensive care.2  FRCs are designed to promote coordination by housing 
multiple agencies and providers under one roof and through case coordination.  
FRCs offer a single portal of entry into a network of support services.  Through 
the use of comprehensive intake procedures, coordinated case management, 
and advocacy efforts, FRCs can increase the use and coordination of services.
 

7  

Some FRCs have been linked to positive changes in children’s health and 
educational outcomes.  One evaluation found that FRCs were able to connect 
children to services they otherwise may not have received.4  This evaluation 
found that children who had access to a school-based health center were twice 
as likely to visit a physician and 1.4 times as likely to receive routine dental and 
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mental health services than they were in the prior year (when they did not have 
access to the school-based health center).4  FRCs also have been linked to 
improvements in students’ civic and educational performance, based on teacher 
pre- and post-ratings.5  These improvements were greater for students who 
participated in more FRC programs and who were low achievers (had low grade 
point averages) at the start of the study.5  When center-based activities were 
combined with weekly home visits, children experienced significant gains on 
cognitive measures.6  
 

 
FRCs can improve cost-effectiveness through reducing duplication of 
services.  FRCs can reduce costs by eliminating duplicative intake, assessment, 
scheduling, and overhead costs that would occur if services were housed in 
multiple agencies and at different locations.7 
 
Use of this indicator could help family resources centers identify areas or 
populations who are not receiving this type of assistance.  Documenting 
which families are being served by FRCs (e.g., families from specific ethnic or 
language groups, families with children under age 5 or enrolled in a linked 
school) could identify groups that are not using their services.  Such information 
may suggest the need to develop or expand programs or outreach efforts to meet 
the needs of various groups.  Moreover, knowing what percentage of the families 
in the community are using an FRC’s services, can help set reasonable 
expectations about the amount of impact these services might have on the 
neighborhood overall. 
 
Who else currently uses this indicator?

FRCsmake services more culturally appropriate and accessible to families.  
Because FRCs are housed in and serve neighborhoods, they can respond better 
to the economic and cultural needs of specific neighborhoods.7  Their 
neighborhood location also makes them more accessible to community 
residents.7  Transportation barriers are also reduced when multiple services can 
be received in one location, eliminating the need for multiple trips.7 

 
 
We know of no institutions that are tracking this indicator.  However, evaluations 
of initiatives, such as the Statewide Evaluation of the California Healthy Start 
School-Linked Service Initiative, have documented the numbers and 
demographics of families and individuals served through FRCs involved in those 
initiatives.3 
 
What are the possible sources of data for this indicator? 
 
FRC administrative data are the best source of information.  Most FRCs have 
multiple funding agencies and are required to collect data on participation and 
types of services provided.  Many of the centers are located at schools, and the 
school district may keep information on the centers as well.   
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Are there any key issues or concerns about the use of this indicator? 
 

Cultural issues: • 
FRCs may be better equipped to identify and address the needs of specific 
cultural and linguistic groups because of their familiarity with the local community.  
However, data on whether FRCs are able to attract, serve, and support families 
from different cultural groups more successfully that other types of service 
agencies has not been systematically collected.  Data on the use of FRCs by 
various cultural groups would be very informative. 
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N.  Families are self-sufficient: families participate in opportunities to 
improve their economic status and access to basic needs. 

5.  Number and percentage of qualified families receiving Temporary 
Assistance for Needy Families (TANF) (P) 

Category: Performance measure 
 
What is the definition of this indicator? 
 
TANF was implemented nationally in 1997 as the principal federal/state welfare 
program; the program is state- or tribe-run.  State or tribe governing bodies 
receive a block grant allocation from the federal government to be used for 
“benefits, administrative expenses, and services targeted to needy families”.10  
Each governing body organizes TANF expenditures according to its unique 
needs and populations to meet the following goals: “(1) provide assistance to 
needy families so that children may be cared for in their own homes or in the 
homes of relatives;6 (2) end the dependence of needy parents on government 
benefits by promoting job preparation, work, and marriage; (3) prevent and 
reduce the incidence of out-of-wedlock pregnancies and establish annual 
numerical goals for preventing and reducing the incidence of these pregnancies; 
and (4) encourage the formation and maintenance of two-parent families.”12  In 
California, the TANF program is called California Work Opportunity and 
Responsibility to Kids (CalWORKs).11 
 
This indicator refers to the actual number and percentage of families who receive 
funding and benefits from TANF within the population of families qualified for 
TANF funding and benefits.  Foremost, income determines eligibility; families are 
considered to be qualified for TANF if they are identified as “needy” by their state.  
Additional criteria, however, must also be met for a family to be qualified for 
TANF.  With few exceptions, the family must include a minor child or a pregnant 
individual; parent(s) must work at least 20 hours or more per week, as 
determined by the state and his/her family structure;
18 years of age must attend high school or equivalent training and must live in an 
adult-supervised setting.  must not be aliens to the 
United States or include an adult who has received federal welfare assistance for 
more than 5 years. as slightly different criteria—the time 
limit is 18-24 months, and benefits are granted to legal immigrants.  
factors that could make a family ineligible include not cooperating in establishing 
paternity, not paying child support, committing parole violations, or fleeing 
prosecution, custody, or confinement after conviction.8  Additionally, factors such 
as caring for a disabled family member, being the victim of domestic abuse, or 

                                                

7 and single parents under 

8  For the most part, the family

8,10  However, California h
12  Other

 
6 Goal “Number One” refers to assisting families to have the financial resources to care for their 
children, rather than obligating children to enter foster care because of insufficient family 
resources.  This goal does not concern outside-of-home child care, which  TANF financially 
supports. 
7 An exception is made in certain families.  For example, single-parents with children under 12 
months of age may be exempt from this requirement.8  
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participating in a certain quantity of community service may exempt families from 
TANF time limits.12   
 
Why is this indicator important? 

 
Several benefits may accompany enrollment in TANF for the parent and 
their children.  TANF programs can offer help with tracking and enforcing child 
support; identifying domestic violence, learning disabilities, mental health issues, 
and alcohol or other drug dependence in family members; obligating teen parents 
to work toward a high school degree or similar qualification; and determining 
eligibility for medical assistance from the state.
employment and total earnings for TANF participants have increased significantly 
since the debut of the program.
 

 

 

 
Families’ eligibility for TANF may be particularly important in 
understanding the economic conditions and overall economic well-being of 
a population or area.  The number and percentage indicates, most generally, 
how many of those families experiencing pronounced financial need are 
obtaining help in meeting these needs.  A large percentage of families enrolled in 
TANF, in the population of families qualified for TANF, indicates that the 
economic needs of this segment of the community are being addressed.  
Conversely, a small percentage indicates that many families with inadequate 
financial resources are not having those needs addressed.  In the latter case, the 
underutilization of such welfare assistance may hint at larger problems within a 
population or area, such as barriers to accessing these resources.  Alternatively, 
high enrollment might be seen as a failure of caseworkers to help parents find 
jobs and become self-sufficient. 

13  Furthermore, rates of parental 

13   

The CalWORKs program cites the improvement of child well-being as one of its 
main goals; the state requires school attendance and immunizations, for 
example, for children receiving benefits.6  All of these factors would most likely 
provide a healthier environment for the development of children in the family. 

For information on the effects of welfare reform on children, see The David and 
Lucille Packard Foundation’s 1997 publication The Future of Children: Welfare to 
Work, Vol. 7(1).1 

Who else currently uses this indicator? 
 
As this indicator focuses only on the population of families qualified for TANF 
receipt, it is original and is not currently in use by any organization or institution.  
Institutions such as CalWorks (e.g., in its Quarterly Report for the State Fiscal 
Year),9 Child Trends (e.g., in the Child Trends DataBank),4 Counting California,5 
the U.S. Department of Health and Human Services’ Administration for Children 
and Families (ACF)10 and the Urban Institute14 use data about TANF enrollment 
and TANF recipients in the general population. 
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What are the possible sources of data for this indicator? 
 
Data on this indicator could be collected from families in the studied region or 
population.  With the information families provide, they could be identified as 
qualified or not qualified for TANF funding.  The indicator can then be calculated 
from this total and the total number of TANF cases in the population or area, 
which is accessible from the California Department of Social Services.   
 

The National Longitudinal Survey of Adolescent Health (AddHealth), the National 
Longitudinal Survey of Youth, 1997 (NLSY97), the Population Survey of Income 
Dynamics (PSID), and the Survey of Income and Program Participation (SIPP) 
have all asked parents about receipt of financial aid.
 
This indicator could also be estimated by caseworkers who are familiar with a 
given population or area.  Relevant questions for this indicator could be added to 
a survey such as the California Staffing Survey (CSS).  The CSS is a caseworker 
survey designed and administered by Rand in its evaluation of the CalWORKs 
program.
 

The National Survey of America’s Families (NSAF),14 or the U.S. Department of 
Health and Human Services, could provide state-wide estimates of the number of 
families eligible for TANF, as well as the an estimate on the total number of 
TANF cases in California.   
  

7 

6 

Are there any key issues or concerns about the use of this indicator? 
 

Reliability/Validity: • 

 

• 

Because virtually ever state and tribal region has different criteria for TANF 
eligibility,12 it would be difficult to estimate this indicator nationally or regionally.  
Analysis within a given state or tribal region, however, appears to be feasible. 

Note that this indicator will not necessarily reflect the total number and 
percentage of needy families receiving TANF funds; it reflects the number of 
needy families who qualify for TANF funds and who receive TANF funds.  
Families that experience need or other financial hardship, but who do not qualify 
for TANF funding—due to program time limits or other exclusionary criteria—
would not be captured in this indicator.  Indeed, 22.2 percent of the reasons for 
which families were no longer receiving aid in 2000 involved “failure to cooperate 
with eligibility requirements”.13  As such, this indicator may give an overly positive 
picture of how well a whole population’s or area’s needs are being addressed. 
 

Cultural issues: 
Over the past decade, the racial composition of families enrolled in TANF has 
changed significantly, with a greater proportion of Hispanic families and a smaller 
proportion of white families  participating.  This trend is particularly pronounced in 
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states like California, where Hispanic families make up 45 percent of TANF 
participants.13  Nationally, TANF families in 2000 were 39 percent African 
American, 31 percent white, 25 percent Hispanic, 2.2 percent Asian, and 1.6 
percent Native American;13 among children on TANF, 40 percent were African 
American, 27 percent were Hispanic, and 27 percent were white.2   
 

Other: • 

 

 

For each month in 2000, more than 500,000 families in California received TANF 
benefits, amounting to roughly 30 percent of national TANF funds.13  California is 
one of six states that continues to provide TANF benefits to children of adults 
who have reached the program’s eligibility time limit.13 

In 2000, the maximum annual TANF benefit that could be awarded to a California 
single-parent family of 3 with no earnings was $7,512.  This total was 21.9 
percent of the state’s median income and 53.1 percent of the federal poverty 
level.3  

TANF is distinct from welfare programs of the past in that very large percentages 
of its funds go to noncash benefits for recipients (e.g., child care costs [30 
percent], transportation costs, tax benefits, and social programs).14  California’s 
cash expenditures, however, were among the highest in the nation at 55 percent 
if its TANF funds.14 
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N.  Families are self-sufficient. 
6.  Percentage of parents participating in education, training, English to 

speakers of other languages (ESOL) classes, literacy, and/or General 
Equivalency Diploma (GED) programs (P) 

Category: Performance measure 
 
What is the definition of this indicator? 

 

 
This indicator refers to the total number of people in a community, with children 
ages 0 to 5 years, who are enrolled in such classes divided by the total number 
of parents in the community. 

Why is this indicator important? 
 

In recent years, adult education initiatives have begun to receive added 
attention.  With the passing of the Adult Education and Family Literacy Act (Title 
II of the Workforce Investment Act of 1998), the federal government has shown 
an increased commitment to helping to improve the conditions of many 
undereducated adults in the United States.  
 
Integrated programs such as Even Start have experienced great success in 
preparing children for school by combining parent/child “together time” (reading 
together), parenting education, adult literacy, basic education, GED preparation, 
ESOL, high school, and developmentally appropriate early childhood education.
Considering that one of the most consistent predictors of children’s success and 
attendance in school is the education level of their primary caregivers,1 
attempting to raise parents’ level of education is often suggested as one way to 
enhance children’s achievement.  At least one nonexperimental study supports 
this hypothesis.  evaluation concluded that a 
strong relationship exits between the use of support services and hours of 
instruction received within adult education.15  
 
Adult education classes have the best results, for both parent and child, 
when coupled with family literacy and parenting education programs.  (See 

People with strong basic education and literacy skills work more and earn 
more than individuals with lower levels of skill.9  Almost half of all adult 
welfare recipients do not have high school diplomas or GED certificates.  Those 
without high school diplomas or GED certificates, when in the work force, earn a 
mean monthly income of $452 compared with $1829 for those with a Bachelor’s 
degree.  In addition, welfare recipients, ages 17 to 21, only read at a sixth grade 
level and those with the lower levels of literacy skills work, on average, 11 weeks 
a year, whereas recipients with higher literacy skills work 29 weeks a year on 
average.9  Additionally, people with less education are more likely to become 
locked in a chronic and intergenerational cycle of welfare dependency than those 
people with higher levels of educational attainment.11   
 

5  

7  Additionally, a recent national
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indicators J8 and J.7.)  If a program addresses family literacy, adult education, 
and parenting education together and is of high quality and sufficiently structured 
to bring about sustainable change over time for parents, the chances of 
improving children’s outcomes greatly increases.
these three aspects, such as Even Start, have made impressive gains in all three 
areas4 because they are better able to provide all the educational opportunities 
necessary to promote family literacy.
 

5  Large programs that combine 

5 

Who else currently uses this indicator? 
 

 

Many national efforts monitor this indicator.  This indicator is used, for 
determining the coverage of adult education initiatives, by Even Start, the 
Federal Interagency Forum on Child and Family Statistics, the National Center for 
Family Literacy, the National Education Association, and the U.S. Department of 
Education.  

What are the possible sources of data for this indicator? 
 
Standard survey items are available online.  The Early Childhood Longitudinal 
Survey, Kindergarten Cohort (ECLS-K) uses job training and education levels as 
measures of childhood well-being.
Survey: Adult Education and Lifelong Learning Interview has also collected data 
on those taking these classes, but not specifically on parents.8 
 
The National Survey of America’s Families also collects this indicator through 
asking if parents take GED classes, receive job training, or take college 
courses.
 
The Tennessee Family Literacy Survey is a state-based question on adult 
educational opportunities offered through family literacy programs.
 

 

3  The 2001 National Household Education 

10 

13 

Additionally, the California Department of Education’s California Adult School 
Enrollment Summary 1995 - 2000 contains much of the information needed to 
track this indicator.2 

Are there any key issues or concerns about the use of this indicator? 
 
• 

 
The U.S. Department of Education also has a guide to setting up state-based 
adult education and literacy programs.

Other: 
This indicator, as used by programs like Even Start, is sensitive to change.6  The 
national Even Start evaluation concluded that more than 80 percent of Even Start 
projects provided the wide variety of support services (which include adult 
education, family literacy, and parenting skills classes) needed to help parents 
and children increase their general literacy practices.12 

14 
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The denominator might be “parents in need of education or training”, because 
need is likely to vary across counties; however, no good way exists to assess this 
objectively yet efficiently at the county level.  Accordingly, the county’s population 
of parents is recommended as the denominator. 
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N.  Families are self-sufficient.  
7.  Median household income (C) 
Category: Structural measure 

 
What is the definition of this indicator? 

This indicator refers to a dollar amount, relative to which half of all the household 
incomes in the study area are higher, and half are lower.  For example, the 
national median household income in 2000 was $42,100; half of all U.S. 
households had incomes greater than this amount, and the other half had less 
than this amount.8   

Why is this indicator important? 
 

 

 

 

The median household income of particular counties or neighborhoods can 
be a valuable indicator because the economic well-being of a household is 
often closely tied to that of the children within it.   

A family’s household income is an important factor in several areas of 
children’s lives.  It can help to determine the availability and quality of medical 
care,9 child care, housing,4 cognitively stimulating activities, and daily sustenance 
the child will receive.  Compared with children from higher income families (those 
with incomes at 200 percent or higher than the poverty level), children from low-
income families are much more likely to be in poor to fair health; to have a 
physical, learning, or mental health activity-limiting condition; or to experience 
certain school-related problems (e.g., suspension or expulsion, low engagement, 
skipping class).5  This difference is particularly pronounced in regard to 
behavioral and emotional problems.  Only 4 percent of children from higher 
income families exhibited high levels of these problems, whereas 23 percent of 
children in families on welfare and 14 percent of children from families who had 
recently left welfare exhibited high levels of behavioral and emotional problems.10  
Attention to the issues concerning low-income children could only be maintained 
through tracking median household income; the two-level, poor vs. not-poor, 
poverty indicator would obscure such cases.   

Data on the median household income can help researchers identify the 
economic character of neighborhoods, regions, or populations within 
California, and then to design or adopt intervention approaches 
accordingly.  This indicator can portray an area’s socioeconomic status relative 
to federal poverty guidelines (low-income or higher income).   

Who else currently uses this indicator? 
 
Virtually all organizations that report poverty data report household income and 
median household income.  The Annie E. Casey Foundation’s Kids Count Data 
Book, California Child Care Referral Network, California Department of 
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Education, California County Data Book 2001 (Children Now), California State 
and County Quick Facts, Children’s Defense Fund, Head Start Bureau, Institute 
for Research on Poverty, the U.S. Department of Health and Human Services
and the Urban Institute (for use in Snapshots of America’s Families, for example) 
are some of the entities and publications that report this indicator.  
 

1 

7 

What are the possible sources of data for this indicator? 
 
Surveys can be used to collect this information.  National-, state-, and county-
level information is collected by the U. S. Census Bureau (Current Population 
Reports; “USA Counties”; Block Group Information).  Data on the nation and 13 
states (including California) are collected by National Survey of America’s 
Families. ousehold income of families with children are 
available from the Census’ Current Population Survey.  The National 
Immunization Survey and National Longitudinal Surveys also collect this data.  
Information for this indicator, in virtually all cases, is collected through the 
respondent’s report of his or her income.   
 

 

 

9  Data on the median h

The household income is obtained by totaling the incomes, the sum of 15 
different cash sources, of each individual (15 years old or older) living together in 
one household.6  Once the information on incomes of all or a sample of 
households in a geographical unit has been collected, a dollar amount, above 
and below which the studied household incomes would be evenly divided, can be 
identified.   

The U.S. Bureau of Labor Statistics also collects information on this indicator in 
the Local Area Unemployment Statistics (LAUS) data.2 

Are there any key issues or concerns about the use of this indicator? 
 
• 
Concerns about the validity of this indicator stem from respondents 
misreporting—most often, underreporting—their income.
arises because a household’s income is calculated according to its income from 
the previous year for all individuals (over the age of 15) living in the household at 
the time of the survey.
be reflected when income is calculated in this way, because the makeup of the 
household’s wage-earners may have been significantly changed since the time of 
the survey.   

 

Reliability/Validity:   

6  Another concern 

6  The household’s actual economic experience may not 

It is important to discuss the concerns intrinsic to any indicators that measure a 
median value.  Median household income will not reflect the disparity between an 
area’s high and low household incomes, and will not indicate a change in the 
distribution within these ranges, as long as the balance between the two sides 
remains constant.  For example, a community may have most of its households 
concentrated around the median, or the two groups could be distributed heavily 

 N7 - 2



 

in the very low- and very high-income ranges.  The median for these two 
communities could be similar, but the differences between the two—one 
involving a population that is economically homogenous, the other involving a 
population with extreme wealth and extreme poverty—would be obscured. 
 
Finally, note that fluctuations in income over the course of the year are not 
captured by this measure.  Instability in income may be important to children’s 
well-being. 
 
• Sensitivity to change:   

• 

 

 
• Other: 

 
Note that the term “household” denotes all individuals living together in a housing 
unit, regardless of their relationship to one another.  This term is distinct from 
“family,” which applies only to individuals related by blood, marriage, or adoption 
who reside together. or should not be understood as a 
reflection of the economic experience of a child’s family. 

 

From the late 1960s through today, the median income in the United States has 
increased 34.2 percent.8  Individual household incomes may vary because of 
changes in household composition as much as they would vary with changes in 
the personal income of individuals within the household.  As households gain and 
lose wage-earners or as their residents achieve higher levels of educational 
achievement, the households’ total income will change.3 
 

Cultural issues:   
Although the national median household income did not change from 1999 to 
2000, the median household income increased for blacks and Hispanics.8 

The Census Bureau has found that the median household income for Native 
American areas is “significantly different from the estimates for those outside 
those geographic areas.”8   

Although the national median household income remained the same from 1999 
to 2000,8 California was one of only two states in which the median household 
income increased during this period.8  

6  Therefore, this indicat
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N.  Families are self-sufficient.   
8.  Unemployment rate 

 
Category: Structural measure 

What is the definition of this indicator? 
 

 

 

                                                

This indicator refers to the total number of individuals in the study 
area/population who are available to work but do not have, and are looking for, 
either a full- or part-time job,8 divided by the total number of adults in the labor 
force of the study area/population.  The labor force includes individuals with jobs 
and individuals without jobs who are looking for work.6  Typically, the population 
of those not in the labor force comprises “students, housewives, retired workers, 
seasonal workers… in an off season who [are] not looking for work, 
institutionalized people, and people doing only incidental unpaid family work (less 
than 15 hours during the reference week).”15 

The Current Population Survey (CPS) is used to calculate the national 
unemployment rate.  It surveys the civilian noninstitutional population.9  The CPS 
uses the following definitions: (1) Employed individuals are “all persons who, 
during the reference week, (a) did any work at all (at least one hour) as paid 
employees, worked in their own business, profession, or on their own farm, or 
worked 15 hours or more as unpaid workers in an enterprise operated by a 
member of the family, and (b) all those who were not working but who had jobs 
or businesses from which they were temporarily absent because of vacation, 
illness, bad weather, childcare problems, maternity or paternity leave, labor-
management dispute, job training, or other family or personal reasons, whether 
or not they were paid for the time off or were seeking other jobs”6 and (2) 
Unemployed persons are those “who had no employment during the reference 
week, were available for work, except for temporary illness, and had made 
specific efforts to find employment sometime during the 4-week period ending 
with the reference week…”.6  Individuals who “want and are available for a job 
and who have looked for work sometime in the past 12 months (or since the end 
of their last job if they held one within the past 12 months), but who are not 
currently looking because they believe there are no jobs available or there are 
none for which they would qualify” are identified as “not in the labor force” and 
are considered neither employed nor unemployed.5 

 
8 Individuals who are temporarily absent from their job, as well as those expecting to be recalled 
to their place of employment following layoffs, are considered employed.   
9 The civilian noninstitutional population is defined by CPS as “persons 16 years of age and older 
residing in the 50 States and the District of Columbia who are not inmates of institutions (for 
example, penal and mental facilities, homes for the aged), and who are not on active duty in the 
Armed Forces.”5 
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Why is this indicator important? 
 

 
Parental unemployment has also been linked to lower levels of academic 
achievement and to fewer educational opportunities for their children
 

Parental employment can have a significant influence on the quality of the 
child’s family environment.  Studies have indicated that a parent’s 
unemployment leads to stress in the family environment, and that it may have a 
negative effect on the quality of the parent-child relationship and the well-being of 
the family in general.9  Children may experience diminished self-confidence and 
feelings of insecurity, confusion, frustration, and anxiety with the onset of 
parental unemployment.14  Certain studies show that such changes may be 
mediated through the effects of unemployment on parents.  For example, 
joblessness is associated with maternal depressive symptoms, which is 
associated with more frequent maternal punishment of children, which in turn is 
associated with difficulty in children’s concentrating (“cognitive distress”) and 
depressive symptoms in youth.12  Unemployment has also been linked to a less 
involved, less affectionate parenting style.10  Finally, researchers speculate that 
parental unemployment may foster in children feelings of pessimism, diminished 
confidence in the economic system, and even compromised performance in their 
own jobs later in life.14   

.1 

Who else currently uses this indicator? 
 

 

National efforts monitor this indicator for children’s school readiness.  Monitoring 
entities include Urban Institute (Snapshots of America’s Families, based on the 
National Survey of America’s Families), the U.S. Census Bureau’s “USA 
Counties” series, the Kids Count Data Book, America’s Children: Key National 
Indicators of Well-Being 2002,8 and the City and County Databook (U.S. 
Census), among others.  The U.S. Department of Health and Human Services 
also uses this indicator as a measure of poverty.16 Counting California tracks 
unemployment as well.7 

What are the possible sources of data for this indicator? 
 

 
The Current Population Survey is a household-based survey that collects 
employment information about residents in a given household.  The Current 
Employment Statistics program collects information from payroll data of state- 
and industry-level sources.
 

State, national, and certain cities’ unemployment data are collected by the 
Current Population Studies (U.S. Census Bureau; Bureau of Labor Statistics—
BLS),6 and the Current Employment Statistics program.3  State, metropolitan 
area, and certain cities’ information on this indicator is available from the 
Geographic Profile of Employment and Unemployment (BLS).4 

3  
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Drawing data from the Current Populations Survey, the Current Employment 
Statistics, and unemployment insurance information, the BLS employs 
“estimating equations based on regression techniques” to calculate state and 
regional unemployment rates. ment information on census regions 
and divisions can be calculated by the BLS, as well.

 

 

6  Unemploy
11 

 
National Longitudinal Surveys and National Survey of America’s Families (NSAF) 
also collect data on this indicator. 

The California Department of Employment also tracks this indicator using 
monthly rates for counties.13 

Are there any key issues or concerns about the use of this indicator? 
 
• 

 
• 

 
• 

• Other: 

 

Reliability/Validity:   
Note that unemployment rates for states, regions, census regions, and divisions 
are from estimates calculated from national information, and not from raw data.  
For national regions and states, these figures are produced by “estimating 
equations based on regression techniques”; for smaller regions and divisions, 
figures are produced by “summing the model-based estimates for the component 
states and then calculating the unemployment rate”.6  The BLS warns that state 
estimates are subject to “larger sampling and nonsampling errors” than national 
estimates.3 

Sensitivity to change:   
During the late 1990s, the national unemployment rate remained largely the 
same.17  Rates in select populations, however, did experience change.  
Employment increased significantly among single-parent, low-income 
individuals.17  In April 2002, the jobless rate for the nation was 6 percent of the 
labor force.  The unemployment rate in California over the past year increased 
from 5 percent in April 2001, to 6.4 percent in April 2002.6 

Cultural issues: 
Employment and unemployment rates vary slightly across racial and ethnic lines.  
In 2001, 16.9 percent of white families, 20 percent of black families, and 13.1 
percent of Hispanic families contained no employed members.2  Similarly, 4.2 
percent of whites, 8.7 percent of blacks, and 6.6 percent of Hispanics over age 
16 were unemployed in 2001.5  
 

Unemployment rates are strongly associated with whether the adult is of low-
income or higher income economic status; 67 percent of low-income single-
parents, and 94 percent of higher income single-parents, were employed at the 
time of 1999 NSAF data collection.17 
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In California, roughly 40 percent of low-income single parents were out of a job in 
1999.17 
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N.  Families are self-sufficient. 
9.  Housing costs above 30 percent or 50 percent of median household 

income (C) 
Category: Structural measure 

 
What is the definition of this indicator? 
 

 

The U.S. Census Bureau defines housing costs as the sum of “mortgage and 
rent payment, real estate taxes, insurance, upkeep of place, utilities, homeowner 
membership fees, land rent, and mobile home park fees”.6,10  The indicator, then, 
is this dollar amount as compared with 30 percent and 50 percent of the median 
household income in the study area/population. (See indicator N7.)  The U.S. 
Department of Housing and Urban Development defines “affordable units” as 
“the number of units with housing costs at 30 percent of income for each income 
range” (i.e., less than 50 percent, less than 100 percent, less than 150 percent, 
or 200 percent or more of the poverty line) in a given area.4  Conversely, housing 
costs at 30 to 50 percent of household income are considered to be “moderate 
cost burden” to residents, whereas housing costs exceeding 50 percent are 
considered to be a “severe cost burden” to residents.4  In 1997, more than 6 
million households living below the poverty level were paying 30 percent or more 
of their income in housing costs.5 

Why is this indicator important? 
 
This community-level indicator can inform research on the economic 
context, particularly in regard to housing stress, of an area or population.  
The indicator typically reflects low socioeconomic conditions, because the 
percentage of housing cost is often a higher percentage of household income in 
low- and very –low-income households (i.e., greater than 30 or 50 percent of 
household income).
 

 

4 

Information about the socioeconomic context of a community is important 
because it can greatly influence the developmental, academic, and health-related 
outcomes of the area’s children. (See indicator N1.) 

Who else currently uses this indicator? 
 

                                                

National efforts monitor this indicator.  The National Low Income Housing 
Coalition uses this, and related, information.  The U.S. Census Bureau also 
employs this indicator in several documents, including the Statistical Abstract of 
the United States.  In addition, this indicator is used in America’s Children: Key 
National Indicators of Well-Being 2002.3  The U.S. Department of Health and 
Human Services also uses this indicator to evaluate standards of living.8  
Counting California also tracks housing costs as a percentage of income.2 

 
10 Typically, the Census does not include the cost of maintenance and repairs in this total, 
although information on these expenditures is available.6 
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What are the possible sources of data for this indicator? 
 

 

 

Several national organizations collect data on this indicator.  The American 
Housing Survey (AHS), developed by the U.S. Department of Housing and Urban 
Development (HUD) and conducted by the U.S. Census Bureau, collects data on 
household income and on the household’s monthly housing costs.  From this 
information, the percentage of household income devoted to housing costs can 
be calculated for almost any area or population.6  The original survey—the AHS-
National—is conducted on a national level, and is representative of the United 
States.  HUD and the Census have also developed a separate survey to use in 
collecting information about the country’s largest cities.  This is the AHS-
Metropolitan Sample, which includes such areas as San Francisco, San Jose, 
and Oakland in its data collection.7 

The Census Bureau calculates this indicator by multiplying monthly average 
housing cost by 12, and dividing the resulting dollar amount by the median 
annual income of the area/population.6 

Are there any key issues or concerns about the use of this indicator? 
 
• 

 

• 

Reliability/Validity: 
The method of data collection and estimation may have changed over time for 
specific regions.  Because housing data for the Los Angeles-Long Beach 
metropolitan area, for example, is no longer collected by the AHS-Metropolitan 
survey, the area’s housing estimates are calculated from the AHS-National 
survey.7  As a result, it may not be appropriate to examine trends over time for 
Los Angeles-Long Beach for the period that data collection strategy changed. 

One concern cited by the Bureau of the Census stems from reports of housing 
cost at 100 percent or more of household income.  The Bureau suggests that this 
may be due to inaccurate reporting or could reflect temporary living situations; 
these cases can be considered “missing or unreliable data” for the purposes of 
analysis.6  
 

Sensitivity to change:   
Studies have shown that, nationally, no change occurred between 1997 and 
1999 in regard to families’ ability to afford housing.10  However, lower income 
households are experiencing significant change in regard to the cost of housing 
relative to their income.  From 1996 to 1997, rent expenses increased by 3.1 
percent, whereas the average income for low-income workers increased by only 
1.9 percent.9  This, combined with the lack of enough “affordable” housing units 
in many American cities,9 suggests that with time more and more households will 
be paying more than 30 percent or 50 percent of their incomes in housing costs. 
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• Cultural issues:  

 
• 

 

Asian American households and households with three or more children 
(especially those headed by females and/or minorities) have higher average 
housing costs than other populations.1 

Other: 
Typically, renters experience higher housing costs than homeowners.1  In 1999, 
American renters were paying, on average, 26 percent of their income in housing 
costs; owners were paying 17 percent4; 21 percent of renters were paying more 
than 50 percent of their income in housing costs.4 
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N.  Families are self-sufficient. 

 

10.  Percentage of teenagers who are mothers, under age 18 (C) 
Category: Structural measure 

What is the definition of this indicator? 
 

 

The percentage of teenage mothers, under age 18, is determined by dividing the 
number of mothers, under age 18, by the number of all females under age 18. 

Why is this indicator important? 
 
A mother’s age at time of birth is significantly related to her child’s well-
being.  Research has shown that children of teenage mothers have lower levels 
of cognitive and academic achievement, and higher levels of behavioral 
problems.
problems may in turn hinder the ability of a child to engage in the early learning 
that is important for school readiness.
likely to grow up in homes that have lower levels of emotional support, and are 
less likely to earn high school diplomas.18 (See indicator M1.) 
 

 
Teenage mothers are less likely to live in their parents’ households.  
Although more than 60 percent of young teen mothers live with their own parents 
and their child, they are less likely than other teens to live with their parents.  
 
Who else currently uses this indicator?

2,3,6,7  Low cognitive attainment and higher levels of behavioral 

16  Children of teen parents are also more 

Additionally, teen motherhood is often accompanied by economic 
disadvantages for both mother and child.19  Teenage mothers are, generally, 
unprepared for the financial, emotional, and psychological challenges of early 
childbearing.  The effects of these challenges are borne primarily by the children 
of teen mothers, followed by the mothers themselves, the mothers’ families, and 
by the government and taxpayers.17  Many teenage mothers ado not pursue high 
school diplomas and receive welfare.11 
 
Economic disadvantages are also associated with health problems.  These 
health problems, if severe (such as unintentional injury), lead to cognitive and 
other developmental problems for children as well as behavioral problems. (See 
indicator N1.) 

12  

 

 
This indicator is currently used by the American Medical Association, the Centers 
for Disease Control and Prevention, Kids Count, the National Campaign to 
Prevent Teen Pregnancy, the National Center for Health Statistics, Planned 
Parenthood, UNICEF, the U.S. Department of Labor, and the U.S. Department of 

 
Many national and state efforts monitor this indicator for children’s school 
readiness. 
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Health and Human Services.  The Child Trends DataBank tracks teen births5 as 
does the Maternal and Child Health Bureau’s Child Health USA 2001

California, Rhode Island, and South Carolina, among other states, collect this 
indicator. 
 

.15 
 

What are the possible sources of data for this indicator? 
 

 

This indicator can be compiled from birth records.  Birth records are accumulated 
in a database at the Division of Vital Statistics, a branch of the National Center 
for Health Statistics.  These statistics are reported yearly in the National Vital 
Statistics Reports.20  Locally, these records can be obtained by contacting local 
or state health departments.   

Are there any key issues or concerns about the use of this indicator? 
 
• 

 

• Cultural issues: 

Sensitivity to change: 
This indicator is sensitive to change as evidenced by the steady decline in teen 
birth rates since 1991.  In 2001, the birth rate for teens ages 15 to 19 reached its 
lowest level in the more than 60 years for which comparable data are available.14  
Several factors have been suggested as contributing to this decline, including an 
increase in teen pregnancy prevention initiatives, an increase in sexuality 
education programs, a strong economy, child support enforcement, greater 
availability of contraceptive methods, an increase in conservative attitudes 
toward premarital sexual activity, and possibly, welfare reform.4,8,13,22  

Some programs that encourage steps to prevent teen pregnancy have also 
shown success in recent years.  For instance, Children’s Aid Society – Carrera is 
a program aimed at providing a long-term holistic approach to family system 
philosophy through supplying medical care and services while also encouraging 
individual sports, family life, sexual education, self-expression through the arts, 
and academic support.  It has been shown to increase the number of females 
using effective forms of birth control, as well as increasing their general 
knowledge of sexuality and reproduction.21  Programs like Postponing Sexual 
Involvement/ENABL, Project SNAPP, and Youth AIDS Prevention Project all use 
lessons on decision-making skills, strategies to deal with pressures for sexual 
intercourse, and contraceptive use.  They have been highly successful at 
increasing contraceptive use among teenagers in the program.  These programs 
center around lectures, small group exercises, class discussions, and more 
interactive methods of teaching (e.g., role-playing, games, guided 
discussions).1,9,10 
 

Preliminary 2001 teen birth rates (for ages 15 to 17) are higher for Hispanic and 
black females (56.9 per 1,000 and 45.6 per 1,000, respectively) compared with 
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birth rates for non-Hispanic white teenagers (14.2 per 1,000).14  These 
differences in birth rates are reflective in the number of unmarried parents.  
 
• 
The denominator for this indicator may be difficult to obtain in non-Census years. 

Other: 
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N.  Families are self-sufficient. 
11.  Percentage of mothers who are unmarried(C) 
Category: Structural measures 

 
What is the definition of this indicator? 
 
This indicator refers to the number of unmarried women who have children 
divided by the number of all women with children.  
 
Why is this indicator important? 
 

 

 

 
Poor children have been shown to score lower on standardized tests for 
verbal ability wer cognitive skills such as reading, number 
skills, problem solving, creativity, and memory.
headed by an unmarried mother, 37 percent live in poverty.4  Poverty has 

Children born to unmarried mothers are more likely to be poor, to grow up 
in a single-parent family, and to experience multiple living arrangements 
during childhood.17  These issues are all associated with lower levels of 
educational attainment and a higher risk of teen pregnancy and nonmarital 
childbearing.15  Children in single-parent homes tend to receive lower levels of 
parental supervision and also tend to have worse relationships with their parents 
than their counterparts do with married parents.2  Several studies have also 
shown that child development is best provided when children have the 
opportunity to have a warm, close, and enduring relationships with both of their 
parents.14 

Births to unmarried women have increased since the post-war decades, 
experiencing a large increase during the 1980s.18  In 1970, 11 percent of all 
births were to unmarried mothers compared with  33 percent by 1999.17  
Although the vast majority of births to teenagers are nonmarital, the majority of 
non-marital births are to women aged 20 and older.17  The number of births 
outside of wedlock stabilized in the late 1990s and, although nonmarital births 
among women in their twenties have increased, birth rates among women in their 
teens have been declining.10 

Even before a child is born to an unmarried parent, he or she is faced with 
challenges to his or her social and cognitive development.  Unmarried 
mothers are less likely to receive adequate prenatal care than their married 
counterparts.20  Prenatal care has been shown to increase the likelihood of 
having healthy children.9  Being in good health has been shown to be an 
important contributor to children’s ability to focus on experiences that are crucial 
to engaging in the learning process.9  (See indicator C2.)  A lack of prenatal care 
can lead to poor health, physical complications, and developmental problems 
that may lead to increased absenteeism and problems adapting to school9 (See 
indicator A6.) 

3 and to have lo
16  Of all single-parent families 
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additionally been linked to fewer total years of schooling, higher rates of school 
failure, higher dropout rates, and child behavioral problems.
N1.)  
 

6,11  (See indicator 

Who else currently uses this indicator? 
 

States that collect this indicator include Oklahoma, Rhode Island, and South 
Carolina.  
 

Many national and state efforts monitor this indicator for children’s school 
readiness.  This indicator is used by the American Medical Association, the 
Centers for Disease Control and Prevention, Kids Count, the National Center for 
Health Statistics, Planned Parenthood, UNICEF, the U.S. Department of Labor, 
and the U.S. Department of Health and Human Services.19  Additionally, The 
Child Trends DataBank tracks related information pertaining to family structure,5 
as does America’s Children: Key National Indicators of Well-Being 2002.8 
 

What are the possible sources of data for this indicator? 
 

 

 

 

The number of children born to unmarried parents can be compiled from birth 
records.  Birth records are accumulated in a database at the Division of Vital 
Statistics, a branch of the National Center for Health Statistics.13  Locally these 
records can be obtained by contacting local or state health departments.   
Note that this indicator may be difficult to collect in non-Census years. 

Data can also be collected directly from parents.  Surveying a sample of parents 
will also give a fair indication of the percent of unmarried parents.  Such survey 
questions and results can be found in the “Parent In-Home” section of the Add 
Health Wave I Instrument.1  This survey collects an extensive marital history for 
respondent’s parents. 

Standard national survey items are available online.  Questions pertaining to the 
marital status of parents can be found in the Early Childhood Longitudinal Study 
(ECLS-K), Kindergarten Class of 1998-1999 in the Fall Parent Questionnaire in 
section MHQ (Parent Marital History).7 

Are there any key issues or concerns about the use of this indicator? 
 
• Sensitivity to change: 

 

The vast majority of births outside of marriage occur to adults aged 20 and over. 
Currently, other than providing contraceptive services, little is known about how 
to reduce the number of births occurring outside of marriage.  Offering more 
programs that reduce sexual risk-taking activities, promote relationship building, 
and/or increase contraceptive use may be helpful in reducing such births.12 
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• Other: 
Note that this indicator concerns children born to mothers who have never been 
married.  Children also live with divorced, separated, and unmarried cohabiting 
parents, but the evidence involving the effects of these living situations is 
complex and often too varied to use in drawing generalizations or in finding 
statistically significant patterns. 
 
The denominator for this indicator may be difficult to obtain in non-Census years. 
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O.  Parents provide nurturing and positive emotional support to their 
children. 

1.  Number and percentage of families/parents rated by self-response 
survey as demonstrating adequate parenting skills (P) 

Category: Outcome measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of parents rated as meeting their child’s 
developmental needs by providing for the child’s basic physical needs, and by 
providing warm and responsive care, positive discipline, and appropriate 
cognitive stimulation.  That percentage is derived by dividing the number of 
parents rated as proficient in these areas by the total number of parents. 
 
Why is this indicator important? 
 

 

 
Positive parenting skills and a positive parent-child relationship influence 
outcomes throughout childhood from infancy, into middle childhood, and 
through adolescence.  Furthermore, the parenting skills required change as a 
child’s needs change.  In infancy and early childhood, attachment (e.g., a close 
emotional relationship with a parent) is central to effective parenting.  Attachment 
theory postulates that if a parent’s responses to a child in infancy are sensitive 
and highly-attuned, the child achieves better self-regulation and a healthier sense 
of self.
handle frustration, are more attentive during the preschool years, and do better 

Research on parenting has focused on understanding how parenting practices 
and parent-child relationships contribute to children who grow and develop into 
adults who are healthy, capable, self-sufficient, and fully functioning members of 
their communities.4,7,16  Clearly, parenting supports several domains of a child’s 
development.   

To rate parenting skills, it is necessary to define “good parenting skills”—a 
difficult task.  In fact, in recent decades good parenting has come to be viewed 
as the way in which parents adjust their behavior in response to the needs and 
characteristics of their children, the conditions in which they live, and the 
circumstances of their own lives.21  Researchers suggest that effective parenting 
requires a combination of two global dimensions: “demandingness” (i.e., 
discipline and strictness) and “responsiveness” (e.g., warmth and support).17  
Many argue that parenting styles result from the interactions of these two 
dimensions (which have also been characterized as dimensions about control 
and emotional tone in the parent child relationship).3,18  Although the two global 
dimensions focus primarily on the affective quality of the parent-child relationship, 
extensive evidence also indicates that language stimulation, exposure to 
stimulating activities, and access to cognitively stimulating play and reading 
materials contribute to children’s development.5,31 

30,33,35  Children who can rely on such a relationship are better able to 
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academically and emotionally during the early elementary years than do children 
with less sustaining parental relationships.  mother’s 
sensitive response is consistently a strong predictor of positive outcomes for the 
child, both cognitively and socially.22-25    
 

 
In adolescence, a time when parents and children spend less time together, 
the ability of a parent to monitor, guide, and support the child becomes 
more important.  As such, effective parental monitoring has also been linked to 
higher levels of self-esteem and competence, and a greater sense of 
responsibility in adolescents, as well as lower levels of antisocial and problem 
behaviors.
 

6,9,13,21  Furthermore, a

By middle childhood, a parent’s ability to help the child foster positive peer 
relationships and to support engagement in school activities becomes 
more central.  Children who have a secure relationship with a parent show 
greater social competence,12,32 display peer relationships that are more 
committed and emotionally close, show more positive emotions, and are more 
empathetic and prosocial with other children.14,36   

11   

Who else currently uses this indicator? 
 
Several states attempt to monitor parenting.  For instance, Minnesota recognizes 
the “percent of families with parenting knowledge and skills to anticipate and 
meet developmental needs of their children” as important.   
 
What are the possible sources of data for this indicator? 
 

This indicator is also recommended by the National Outcome Work Groups.   
 

Data can be collected using surveys.  Data is collected using several complex, 
self-response items related to parenting behavior in national surveys such as the 
Early Childhood Longitudinal Survey, Kindergarten Cohort (ECLS-K),8 the 
National Longitudinal Survey of Youth (NLSY), 1997,1 and the National 
Longitudinal Survey of Adolescent Health.20  These more complex ratings 
address parental monitoring, parental limit setting, parent-youth 
closeness/intimacy, family routines, amount of interaction between parent(s) and 
youth, and perceived family cohesion, as opposed to one broad measure of 
parenting skills.11  The following three sections of the ECLS-K survey specifically 
address parenting behaviors: Discipline, Warmth, and Emotional Supportiveness 
(DWQ); Home Environment, Activities, and Cognitive Stimulation (HEQ); and 
Parent’s Involvement With Child’s School (PIQ).8 
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Are there any key issues or concerns about the use of this indicator? 
 
• 
Reliability and validity have been established for the parenting measures used in 
the NLSY 79 and NLSY 97 surveys.
Longitudinal Survey of Adolescent Health and ECLS-K) is also available for such 
analyses.  
 
Caution should be taken if relying solely on ratings of parenting provided by 
pediatricians and/or child-care providers.  Ideally, parenting skills are measured 
by integrating multiple data sources such as parental self-report, administrative 
and clinical records, teacher reports of parental involvement, and ratings of 
interviewers or observers.29  Studies have shown that measurement of parenting 
through observation provides the most consistent prediction of child outcomes 
across domains (i.e., academic and behavioral) and across child outcomes from 
different informants (i.e., parent, teacher, child, or direct assessment).  In 
addition, maternal reports of parenting skills predict direct assessments of the 
child’s cognitive ability, asdo parental reports of academic and behavior 
outcomes.26   

• 

 
• 
In rating parenting, culture and socioeconomic context need to be taken into 
account.  Parenting is, in part, preparation of a child to participate in a social and 
cultural context, and emphasis on socialization and parental input can differ 
accordingly. ing may function differently in 
differing racial/ethnic groups. that fosters positive 
development may vary in light of contextual factors (e.g., the degree of 
neighborhood violence). Much greater vigilance and monitoring functioning may 
be needed to support positive development in a dangerous neighborhood than in 
a safe neighborhood.  
 

Reliability/Validity:  

2,19  Data in other surveys (National 

 
Sensitivity to change: 

Studies of interventions aimed at improving parenting skills indicate that 
parenting behaviors can be changed, but that they are not easy to change.21  
Several evaluations have proven successful in changing some domains of 
parenting, and some evaluations have linked these changes to improved child 
outcomes.  Note that the strategies implemented in these interventions vary 
widely.  Intensive interventions with explicitly defined goals have generally been 
evaluated with greater rigor and provide consistent positive conclusions.28    The 
most effective programs rely on six principles pertaining to effective parent- and 
child-based intervention: sufficient intensity; sufficient duration; appropriate timing 
(in the first 3 years of life); direct engagement of parents, children, and the larger 
family context; diverse supports and services; and responsive and individualized 
programming.27  Results of evaluations of more general, broad-based programs 
provide less consistent results.   

Cultural issues:   

10,15  Furthermore, measures of parent
34   Parenting behavior 
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Other:  • 
This measure requires a clear definition of parenting skills to determine if the 
provider’s rating is based solely on a parent’s provision of basic physical care or 
also pertains to children’s social-emotional and cognitive needs.  Simple ratings 
by providers or individual survey items may not capture the complex and 
multidimensional nature of parenting. 
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O.  Parents provide nurturing and positive emotional support to their 
children. 

 

2.  Mothers’ perceptions of their social support and density of social ties 
(P) 

Category: Outcome measure 

What is the definition of this indicator? 
 

 

Maternal social support is defined as mothers’ perception of the degree to which 
they are receiving support from significant others, neighbors, relatives, and 
community groups.6  This indicator is calculated by totaling the number of 
mothers who report they feel supported or strongly supported by significant 
others, neighbors, relatives, and community groups. and dividing by the total 
population of mothers, with children age 0 to 5.  The density of maternal social 
ties is calculated by totaling the number of individuals or groups (e.g., significant 
others, neighbors, relatives, community groups) that a mother reports she could 
turn to for social support. 

Why is this indicator important? 
 

 
Mothers who are more satisfied with their social networks and who have 
larger networks are more likely to exhibit optimal maternal parenting 
behavior (e.g., provide more stimulating home environments, more 
responsive parenting).
of mothers in their own social networks may play either a facilitative or inhibitive 
role in the social relations of their children, through the processes of modeling, 
teaching, sanctioning, providing opportunities, and providing a secure base.
Mothers with larger social networks are more likely to engage in developmentally 
appropriate parenting as well, adopting a style that is responsive, accepting, and 
involved, rather than being overly controlling of their child’s behavior.2 
 

 

Access to social support networks enhances maternal parenting skills.  
Maternal social support is positively correlated with the level of stimulation a 
mother provides to her child and negatively correlated with the level of mother-
child stress.1  Mothers who are socially isolated or insulated from others in their 
networks may be more likely to be abusive or neglectful of their children than 
mothers who have a strong social network to rely on for support.8 

3  Additionally, research suggests that the engagement 

11  

Strong kinship networks among mothers are positively associated with 
both improved adolescent psychological well-being and increased 
maternal well-being.10  In addition, mothers who have larger social networks are 
more likely to be involved in their children’s lives, both at home and in school.9  
The size of mothers’ social networks is also related to maternal social skills, a 
predictor of children's social competence.7 
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Who else currently uses this indicator? 
 

 

The index is used in Healthy Families America’s A Guide for Evaluating Healthy 
Families America Efforts and in the Oregon Healthy Start Evaluation. 

What are the possible sources of data for this indicator? 
 
The Maternal Social Support Index (MSSI)5 includes personal support, parental 
support, and belonging subscales.4  The index includes 21 items evaluating the 
quantity and quality of social support available to mothers.  The index is based 
on seven dimensions: help with daily tasks; satisfaction with visits from relatives; 
help with crisis; emergency child care; satisfaction with communication from male 
support figure; satisfaction with communication from another adult; and 
community involvement.  This instrument is self-administered or read to the 
mother by the home visitor.  
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O.  Parents provide nurturing and positive emotional support to their 
children. 

3.  Number and percentage of children living with parents with a history 
of mental problems (or current mental health problem) (P) 

Category: Outcome measure 
 

What is the definition of this indicator? 
 

 

This indicator refers to the number and percentage of children 0 to 5 years of age 
living with a parent who has been diagnosed with a mental illness since the child 
was born.  Mental health disorders can be characterized in a variety of ways.  
Serious mental health issues are “psychiatric disabilities that seriously interfere 
with one or more aspects of a person’s daily life.”8  More broadly defined, mental 
health issues may also include symptomatic problems (e.g. anxiety, mood 
change, difficulty sleeping, changes in eating patterns) or indicators of risk for 
mental illness.8  The number of children living with parents with a history of 
mental problems (or a current mental health problem) can be calculated by 
totaling the number of children who are living with a parent who has been 
diagnosed with a mental illness, either currently or in the past.  The percentage is 
calculated by dividing the number of children living with parents with a history of 
mental problems (or a current mental health problem) by the total number of 
children in the population. 

Why is this indicator important? 
 
Mental illness has harmful consequences not only for the individual, but 
also for society.  The current prevalence estimate is that about 20 percent of 
the U.S. population is affected by mental disorders during a given year.
a mental illness increases the probability of an individual receiving welfare and 
places stress on marriage; the ability to work is limited for about half of those with 
a serious mental illness.
utilization and costs estimated to be $17 billion in lost workdays each year.
a result, the President's New Freedom Commission on Mental Health was 
established to call attention to and help improve mental health services in the 
United States.
 

 
In addition, children whose parents report more depressive symptoms perform 
worse on math and reading assessments, and have more behavior problems 
than children whose parents have fewer depressive symptoms.
 

11  Having 

7  Delay in diagnosis results in increased health care 
1,2  As 

11   

Children who have clinically depressed parents or parents reporting 
symptoms of depression are at risk for a variety of negative outcomes, 
such as health, cognitive, and socioemotional problems.5  Their parents 
have poorer quality parenting skills, such as increased aggravation in parenting, 
and less cognitive-stimulating and supportive interactions with their children.6,14 

6,14 
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Who else currently uses this indicator? 
 

 
What are the possible sources of data for this indicator?

Some states are collecting this information.  The California Department of Mental 
Health tracks information pertaining to this indicator.4  Connecticut collects 
information on the mental health needs of all family members as part of a Service 
Needs Assessment for their welfare reform program.  Rhode Island reports an 
indicator named “percent of children born to parents with a history of mental 
problems.” 

 
 

 

 
Several well-established questionnaires can be ordered.  Directly administered 
surveys can allow evaluators to screen for mental health problems.  Survey 
questions for the General Health Questionnaire can be purchased online.
Survey Questions for the CES-D can be ordered free of charge from the National 
Institute of Mental Health.
 

2) Records from the intake of welfare recipients, if and when screening for 
mental illness is mandated 

3) 

 
California specific data (statewide and for most counties) are collected by the 
University of California, Los Angeles (UCLA) Center for Health Policy Research 
in the California Health Interview Survey.

National survey questions are available online.  Using questions from the Mental 
Health Inventory of the Medical Outcomes Study, the National Survey of 
America’s Families collected data on an indicator of mental health in both 1997 
and 1999.  Data and questions for this indicator from the National Survey of 
America’s Families are available online.13  The estimates from this survey are 
nationally representative of families in America.  The estimates for “percent of 
children ages 0 to 17 with a parent reporting symptoms of poor mental health” 
can be found online.13 

In addition, the National Evaluation of Welfare to Work Strategies Child Outcome 
Study collected information on the number of depressive symptoms reported by 
parents using the Center for Epidemiologic Studies – Depression Scale (CES-
D).9 

10  

3 

Other possible sources include: 
1) Actual clinical diagnosis by a trained professional from the mental health 

field 

Survey questions that ask whether respondents are currently or have ever 
been diagnosed with a mental health problem. 

3 
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Are there any key issues or concerns about the use of this indicator? 
 
• 

• 

• Many members of minority groups fear or feel ill at ease with the mental 
health system, which they view as based primarily on the experiences of 
white European populations. 

• 

• 

• Blacks are more likely than whites to use the emergency room for mental 
health problems. 

• 

• 

Assessments of symptoms of mental health problems can be made in surveys; 
diagnoses of serious mental health problems should be made by trained 
professionals. 

Reliability/Validity: 
Scales using questions based on the Diagnostics and Statistical Manual of 
Mental Disorders (such as the CES-D) have been judged “somewhat more valid 
and reliable than other questions.”8 
 

Cultural issues: 
Evidence suggests that cultural sensitivity should be taken into account when 
diagnosing depression, for a number of reasons.  Some examples follow, but for 
a more in-depth discussion see the Surgeons General report online:11,12  

The prevalence of mental disorders is estimated to be higher among blacks 
than among whites, which appears to be due to socio-economic differences. 
Poverty, disinclination to seek help, and lack of health and mental services 
deemed appropriate and responsive are major contributors to delays by 
blacks being treated until symptoms become severe. 

The prevalence of depressive symptomatology is higher among Hispanic 
women than among Hispanic men (46 compared with 20 percent). 
Depression is a significant problem in many American Indian/Alaska Native 
communities. 

 
• Other: 

 
The severity of a mental illness ranges widely, from treatable issues that may not 
interfere greatly with daily activities, to those that require hospitalization. 
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difficulties, and health problems.11,22  Research has found these relationships to 

O.  Parents provide nurturing and positive emotional support to their 
children. 

4.  Number and percentage of mothers screened for and referred for 
depression (C)   

Category: Performance measure 
 
What is the definition of this indicator? 
 
Screening refers to the process of determining the probability that depression 
exists.5  The diagnostic criteria for depression (as established in the Diagnostic 
and Statistical Manual of Mental Disorders) requires the presence of depressed 
mood along with other symptoms such as reduction of interest and/or pleasure in 
activities, including sex; feelings of guilt, hopelessness, and worthlessness; 
suicidal thoughts (recurrent); sleep disturbance (insomnia or hypersomnia); 
appetite/weight changes; attention/concentration difficulties; decreased energy or 
unexplained fatigue; and psychomotor disturbances.  The number of mothers 
screened for and referred for depression is the count of women who have 
children 0 to 5 years of age and who have been identified as exhibiting 
depressive symptoms.  The percentage of mothers screened and referred for 
depression is calculated by dividing the number of mothers in the population of 
interest who have been screened for and referred for depressive symptoms by 
the total number of mothers in the population of interest. 
 
Why is this indicator important? 
 
In a presidential address on April 14, 2002, President George W. Bush named a 
“fragmented mental health service delivery system” as an obstacle to quality 
mental health care.  Further complicating this obstacle is the fact that mental 
health disorders are difficult to diagnose.   
 
Mental illness has harmful consequences not only for the individual, but 
also for society.  The current prevalence estimate is that about 20 percent of 
the U.S. population is affected by mental disorders during a given year.19  Having 
a mental illness increases the probability of an individual receiving welfare and 
places stress on marriage; the ability to work is limited for half of those with a 
serious mental illness.13  Delay in diagnosis results in increased health care 
utilization and costs an estimated $17 billion in lost workdays each year.2,3  
Responding to these concerns, President Bush established the President's New 
Freedom Commission on Mental Health to call attention to and help improve 
mental health services in the United States6   
 
Depression in adults has consequences for their children as well.  When 
parents experience symptoms of depression (e.g., feeling sad, worthless, or 
hopeless) this can be a risk factor for their children.  Children of depressed 
mothers are more likely than other children to have behavior problems, academic 



 

apply both to the general population and to mothers and children receiving 
welfare.4  Depressed mothers are also more likely to have poorer parenting skills 
and to be more negative in their interactions with their children.11,12,22 
 
Who else currently uses this indicator? 
 
This indicator is tracked by the California Department of Mental Health.7 
 
What are the possible sources of data for this indicator? 
 
Data can be collected from records or directly from parents: 
1)  Records from the intake of welfare-recipients, when screening for depression 
is mandated 
2)  Records from pediatricians, when screening for depression is mandated for 
new mothers 
3)  Directly administered surveys to parents, which can allow evaluators to 
screen for depressive symptoms 
4) Survey questions that ask whether respondents have ever been screened for 
depression, or whether anyone (doctor, caseworker, etc.) has suggested that 
they see a mental health professional. 
 
This indicator has potential.  No established national indicator reports on the 
rates of screening and referrals for depression, but surveys and sources exist 
from which this indicator could be developed.  Many welfare programs screen 
their clients for depression, and many national surveys such as the Early 
Childhood Longitudinal Survey, Kindergarten Cohort (ECLS-K),10 the National 
Health Interview Survey (NHIS)16 and the National Longitudinal Survey of Youth 
1979 (NLSY79)17 include questions from the Center for Epidemiologic Studies – 
Depression Scale (CES-D).14  Questions from the CES-D scale can be found in 
national surveys such as the ECLS-K, NHIS and the NLSY79.1,10,16,17 
 
California specific data (statewide and for most counties) are collected by the 
University of California, Los Angeles (UCLA) Center for Health Policy Research 
in the California Health Interview Survey.8 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/validity 
Scales with good reliability and validity are available.  Scales using questions 
based on the Diagnostics and Statistical Manual of Mental Disorders (such as the 
CES-D scale) have been judged “somewhat more valid and reliable than other 
questions.”14  
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• Cultural issues: 
Evidence suggests that cultural sensitivity should be taken into account when 
diagnosing depression, for a number of reasons.  Some examples follow, but for 
a more in-depth discussion see the Surgeons General report online.19,20  

o Many members of minority groups fear or feel ill at ease with the 
mental health system, which they view as based primarily on the 
experiences of white European populations. 

o The prevalence of mental disorders is estimated to be higher 
among blacks than among whites, which appears to be due to 
socio-economic differences. 

o Poverty, disinclination to seek help, and lack of health and mental 
services deemed appropriate and responsive are major contributors 
to delays by blacks being treated until symptoms become severe. 

o African Americans are more likely than whites to use the 
emergency room for mental health problems. 

o The prevalence of depressive symptomatology is higher in Hispanic 
women than among Hispanic men (46 compared to 20 percent). 

o Depression is a significant problem in many Native 
American/Alaska Native communities. 

 
• Feasibility/burden: 
A recent review of tools for screening depression suggests a number of scales 
that have proven to work well as screeners for depression, and are easy to 
administer, including the CES-D9 and GHQ scales.2,18  They also suggest that 
“asking the following two questions may be as effective as using longer 
screening instruments: Over the past 2 weeks, have you ever felt down, 
depressed, or hopeless?  Over the past 2 weeks, have you felt little interest or 
pleasure in doing things?” 
 
If depression screening is mandatory for welfare caseloads in California, this 
could be an indirect source for collecting this information, although changing 
caseloads could undermine the continuity necessary for monitoring outcomes.  
 
• Other: 
First, the user should have a specific population in mind when using this 
indicator, given that the general population of mothers is not routinely screened 
for depression.  Furthermore, a false diagnosis of depression can harm an 
individual.  Two groups known to be at risk of depression, however, are new 
mothers and those receiving welfare—groups over-represented among young 
parents.   
 
Second, there are many tools for diagnosing depression.  The expression of 
depressive symptoms should not be confused with a diagnosis of clinical 
depression; the latter should clearly be made by a trained professional. 
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Third, the U.S. Preventive Services Task Force (USPSTF) recommends 
screening adults for depression in clinical practices that have systems in place to 
assure accurate diagnosis, effective treatment, and follow-up.2,3 
 
Depression occurs in approximately 20 percent of women, compared with 10 
percent of men over a lifetime.21 
 
Each year, more than 400,000 women suffer from postpartum depression, with 
less severe postpartum mood changes know as “baby blues” afflicting up to 80 
percent of new mothers.  Untreated, postpartum depression can lead to “further 
depression, substance abuse, loss of employment, divorce and further social 
alienation, self-destructive behavior, or even suicide,” as well as putting the 
health of children at risk.15 
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Substance Abuse and Mental Health Services Administration, Center for Mental Health Services, 
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although the incidence of depressive symptoms is higher for single parents in 

O.  Parents provide nurturing and positive emotional support to their 
children. 

5. Number and percentage of parents actually receiving treatment for 
depression or other mental health problems (C)   

Category: Performance Measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of parents of children 0 to 5 years of age who 
report having received treatment or counseling for depression or other mental 
health problems.  Treatment can include counseling, hospital visits, medications, 
use of a mental health facility, or doctor’s office visits.  The percentage of parents 
receiving treatment for depression or other mental health problems is calculated 
by taking the number of parents receiving treatment for depression or other 
mental health problems and dividing it by the number of parents of children 0 to 5 
years of age who have a need for treatment.  The denominator for this indicator 
may be problematic, because determining the number of parents who need 
treatment is extremely difficult.  Two possible options would be to count only 
those parents who have been specifically referred for treatment through 
particular programs or to use the number of parents as the denominator. 
 
Why is this indicator important? 
 
Depressed mothers are more likely than nondepressed mothers to have 
poor parenting skills.5,9,18  For instance, mothers who report more depressive 
symptoms have increased aggravation in parenting and less cognitively 
stimulating and supportive interactions with their children.9,18  In addition, 
depressed mothers withdraw from their children or become intrusive and hostile 
toward them.15  Poor parental mental health is also associated with harsh, 
inconsistent, and detached parenting.  This contributes to the withdrawal, 
reduced activity and dysphoria observed in the children of these parents.15   
 
The children of mothers who suffer from mental health problems are also 
more likely than other children to have behavioral, socioemotional, and 
health problems, which may lead to academic difficulties.1,6,15  Compared 
with the children of nondepressed parents, the children of depressed parents are 
themselves more likely to develop mental health problems.15  In addition, children 
of depressed mothers have poorer physical health than the children of 
nondepressed mothers.1  Furthermore, in school, children whose parents report 
more depressive symptoms perform worse on math and reading assessments 
and have more behavior problems than children whose parents have fewer 
depressive symptoms.9  These differences are found across all income levels.1 
 
Treatment of depression and mental health problems can be effective.  
Approximately 1 in 10 women with young children experience depression,6,15 



 

low-income families.4  However, depression can often be cured or the symptoms 
greatly alleviated.14  Additionally, treatment is more effective and recurrences are 
less likely the earlier treatment begins.14  Treatment of parents for mental 
problems should be expected to improve outcomes for the children of these 
parents. 
 
Who else currently uses this indicator? 
 
This indicator is tracked by the California Department of Mental Health.
 

3  

What are the possible sources of data for this indicator? 
 

 
Although self-report measures are not sufficient to diagnose depression, 
such measures are effective at assessing depressive symptoms.  In one 
study involving children, when using the cutoff scores suggested for identifying 
depressed children with the Children’s Depression Inventory (CDI), clinicians 
misdiagnosed 86 percent of depressed children,
assessment of children may be more challenging than testing and assessing 
adults.  Although such measures may not be sufficient to diagnose depression, 
self-reporting inventories are useful in assessing depressive symptoms,
researchers using the Beck Depression Inventory – II (BDI-II) showed that 
accuracy could be improved by recalibrating the cutoff scores on the basis of 
comparison with the results of diagnoses made by clinical interviews.7 
 

Data can be collected directly from parents or possibly from records.  
Communities wishing to gather this indicator can survey all or a representative 
sample of parents in the community.  To collect information on the number of 
parents who are in need of treatment, communities may want to perform 
assessments or administer screening questionnaires such as the Center for 
Epidemiologic Studies – Depression Inventory (CES-D) or the General Health 
Questionnaire (GHQ) on the parents being surveyed, because respondents may 
not be aware that they are in need of treatment.  The University of California at 
Los Angeles’ Center for Health Policy Research uses a single question to 
measure depression referral in the California Health Interview Survey.2  However, 
because these are not diagnostic instruments, they would only be crude 
indicators of the need for treatment.  This information may also be collected from 
healthcare provider records. 

13 although testing and 

8 and 

The CES-D has proven to be an effective self-reporting measure of depressive 
symptoms and is highly correlated with clinical diagnosis of depression.17  The 
GHQ  also results in measures of depressive symptoms that are correlated with 
the results of clinical interviews, and it has a high test-retest reliability over a 2-
week period.10  Another well-documented self-reporting measure is BDI-II, which 
has been designed to match the criteria for depression outlined in the Diagnostic 
and Statistical Manual – IV (DSM-IV).7  In addition, the Hamilton Depression 
Inventory has proven to be a valid and reliable self-reporting measure of the 
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severity of depressive symptoms, and has also been designed to include 
depressive symptoms described in the DSM-IV.16 
 
Are there any key issues or concerns about the use of this indicator? 
 
• Reliability/Validity: 

 

 
• 

• 
Depression rates are often measured as being twice as high among mothers 
living in poverty as those for mothers living at or above the poverty line.
 
The literature on this indicator has mostly focused on the mental health of 
mothers, with relatively little attention paid to the mental health of fathers.
Research has shown, however, that parent-child interactions of depressed 
mothers are more negative than those of depressed fathers, and depressed 
mothers display less positive affect than depressed fathers.
studies that focus solely on mothers’ mental health are not representative of all 
parents. 
 

Major measures of depressive symptoms, such as the CES-D or the GHQ, have 
high levels of reliability. Also, such tests generally correlate fairly well with clinical 
diagnoses among adults.7,10,16,17 

Because many studies of children with depressed parents have only examined 
parents who have received treatment in a hospital or clinic, much of the literature 
on this indicator may be accurate only for persons who are more seriously 
depressed than the typical person who may suffer from less severe forms of 
depression.6 

Cultural Issues: 
Women from diverse backgrounds experience rates of depression comparable to 
those of white women, but are at greater risk of having their depression go 
unrecognized or may not be likely to be treated by culturally competent 
professionals.  Concerns have been raised that not enough research is 
addressing the efficacy of treatments for women from diverse backgrounds.12  
 

Other: 

15  

6  

11  This suggests that 

In families experiencing marital harmony, maternal depression is less likely to 
lead to adverse consequences in children.15 
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O.  Parents provide nurturing and positive emotional support to their 
children. 

6.  Number and percentage of parents receiving treatment for 
alcoholism or substance abuse (C) 

Category: Performance measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of parents who report having received 
treatment or counseling designed to help them stop using alcohol or drugs (not 
including cigarettes) since the birth of their first child.  Treatment can include 
counseling; visits to the hospital, a residential drug or alcohol rehabilitation 
facility, a mental health facility, a doctor’s office, or an emergency room; 
treatment in a jail or institution; participation in a self-help group (e.g., Alcoholics 
Anonymous); detoxification; or any treatment for medical problems associated 
with alcohol or drug use.  The percentage is calculated by taking the number of 
parents who received treatment for alcoholism or substance abuse and dividing it 
by the number of parents that have a need for treatment.  The denominator for 
this is problematic, given that determining the number of parents who need 
treatment is extremely difficult.  One option would be to count only those parents 
who have been specifically referred for treatment through particular programs.  If 
a survey of parents is conducted, a question could be posed to the parent; 
however, sample sizes are likely to be small and underreporting is likely, 
resulting in an unreliable estimate.  All parents could be used as the denominator 
as well. 
 
Why is this indicator important? 
 
In 1996, it was estimated that 6 percent of children in the United States had 
at least 1 parent who was in need of treatment for illicit drug abuse, 4 
percent lived with at least 1 parent who was dependent on illicit drugs, and 
8 percent lived with at least 1 parent who was dependent on alcohol.5 
 
Untreated parental alcoholism and substance abuse can negatively 
influence children’s well-being.  Research has shown that children of 
alcoholics are at a higher risk for becoming alcoholics themselves when 
compared with children of nonalcoholics.2,7,20  Similarly, children whose parents 
are substance abusers are also more likely to become substance abusers 
themselves.4  One study found prenatal alcohol exposure was linked with 
depression in children.13  Parents who abuse alcohol and substances are also 
more likely to abuse their children.9  Alcohol, and some illicit drugs, can increase 
excitability, irritability, and paranoia, which when combined with the lowered 
inhibitions caused by these substances may result in increased violent and 
aggressive behaviors, particularly in those prone to violent behavior.9   
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Parental alcohol and substance abuse is also related to children’s poor 
academic outcomes.  One study found that parental alcoholism is linked to poor 
intellectual outcomes in elementary school.14  Children of alcoholics are more 
likely to have academic difficulty than other students, often because alcoholic 
parents are less likely to provide the supervision, support, and intellectual 
engagement that their children need to succeed in school.6  Similarly, children 
whose parents are substance abusers are at greater risk of retardation, learning 
impairments, and poor school achievement.4 
 
Treatment for alcoholism and substance abuse has many benefits for both 
the parent who is receiving treatment and the children of such parents.  
National studies suggest that drug treatment can be effective.8,9  Note, however, 
that the effectiveness of treatment can vary on the basis of the extent of the 
problems, the type of treatment, the length and intensity of treatment, the related 
services used to address the problems, and the patient’s active engagement in 
the process.12  Beyond the benefits for the parent, it follows that children of 
effectively treated parents will benefit from a reduction in the negative behaviors 
and risks posed by substance abusing parents.  
 
Who else currently uses this indicator? 
 

 
The California Department of Alcohol & Drug Programs collects data for 
California in its participant records;
differentiate between parents and nonparent participants. 
 

The U.S. Office of Applied Studies, Substance Abuse and Mental Health 
Services Administration (SAMHSA) coordinates and manages collection of 
national data on treatment admissions.  Through the Treatment Episode Data 
Set (TEDS), SAMHSA collects information on treatment admissions to facilities 
that are licensed or certified by state substance abuse agencies.  The system 
includes data that are routinely collected by states to monitor their substance 
abuse treatment systems.  Note, however, that because this system represents 
admissions and not individuals, double counting could occur; moreover the 
system represents only those facilities that are licensed or certified by the state.  
Thus, it is not an all-inclusive system.  More information about TEDS can be 
found online,17 including the latest data for California.18  TEDS does not 
differentiate between parents and nonparent participants. 

3 however, the Department does not 

What are the possible sources of data for this indicator? 
 
Although problematic, these data can probably be obtained only by asking 
parents.  Underreporting in a survey is quite likely.  Also, because the percentage 
who are abusers is fairly low, the percentage and number who receive treatment 
will be even lower.  With modest samples there maybe be too few cases to 
provide stable estimates if a survey approach is used. 
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Several national surveys collect information on substance abuse and treatment.  
The National Household Survey on Drug Abuse (NHSDA) has a section on 
substance abuse treatment.  The survey is nationally representative and is 
available online.11  The 1998, 1999, and 2000 National Health Interview Survey 
(NHIS) surveys adults regarding their alcohol use behaviors, but this survey does 
not ask questions about treatment.10  
 
The Teenage Parent Demonstration, a welfare-to-work project, in Camden and 
Newark, New Jersey, and Chicago, Illinois, conducted interviews of participants 
that queried them about whether or not they received treatment for substance 
abuse. 
 
Are there any key issues or concerns about the use of this indicator? 
 
• 
One study found that workplace and legal interventions played a factor in 
receiving treatment for alcohol abuse.  in 
and retention of individuals in outpatient treatment for alcohol abuse could be 
influenced by internal (e.g., feeling a sense of accomplishment) and external 
motivation (e.g., financial incentives). ect MATCH, showed 
that those individuals with a higher motivation to change at the start of treatment 
were more likely to have successful outcomes after the intervention.15 

• 
A recent review noted that: “Studies among Hispanics have found substantial 
differences among Hispanic subgroups in drinking patterns and rates of alcohol-
related problems.  Moreover, no single variable can explain the observed 
patterns.  Similarly, numerous factors have been shown to shape drinking 
patterns among blacks, including individual and environmental characteristics as 
well as historical and cultural factors.  Different subgroups of Asian-Americans 
also vary substantially in their rtes of drinking and heavy drinking, although their 
lifetime alcohol use is lower than the national average.  Genetic and cultural 
factors, as well as stress and historic experiences, may influence drinking 
patterns of Asian-Americans.  The widely differing drinking patterns among 
Native Americans also are likely shaped by a variety of influences”

• Other: 

  

Sensitivity to change: 

19  Another study found that involvement

16  One program, Proj

 
Cultural issues: 

.1 
 

Receiving treatment for alcoholism may depend on a person’s ability to afford 
treatment or whether a person has health insurance.  This indicator may reflect 
socioeconomic status.  Moreover, note that receiving treatment does not 
necessarily mean that the parent is no longer abusing substances. 
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O.  Parents provide nurturing and positive emotional support to their 
children. 

7.  Number and percentage of people who are aware of any support 
services available in their community (P) 

Category: Performance measure 
 
What is the definition of this indicator? 
 
This indicator refers to the number of individuals who are aware of the availability 
of any support services in their community.  That awareness can be measured by 
asking whether respondents know of a place where they, or a friend, could go if 
they needed help.  For the most part, people only need to know about one 
service to meet their needs, as opposed to being aware of all of the possible 
resources available.  The percentage can be calculated by measuring the 
number of people in the population who are aware of services and dividing that 
by the total number of people in the community. 
 
Why is this indicator important? 
 

 
Support services are important for the well-being of children beyond the 
positive influence the services may have on parenting skills.  In particular, 
formalized services can increase children’s positive outcomes.
have been shown to enhance school performance of children.
also enhance cognitive and social development.2-4,13  In addition, children benefit 
from receiving the health care support services that fall into the broad category of 
“early intervention.”
 
Despite the benefits of support services, there are many barriers to 
receiving support services.  Clearly, members of a community must know that 
services are available to them in order to take advantage of them.  Furthermore, 
even if parents are aware of the services, research has shown that many are 
reluctant to use them.  Parents have indicated that they would not seek help from 
doctors, pastors, or teachers because they were afraid of being judged or 
appearing stupid. ot only is it important for programs to make the 

Support services are important for parents.  Research has shown that the 
more support services that parents use, the less likely that they are to engage in 
negative parental behaviors.5  These services can come in the form of formal or 
informal supports.7  Informal supports such as social support networks reduce 
social isolation,8 whereas more formal support services provide information to 
parents and may provide a role model for parenting behavior.14  In addition, 
social support networks are associated with improved parenting skills, greater 
knowledge of child development and improved family relations.8  The absence of 
support services can have negative effects.  For instance, low-income parents 
who identified few social supports were more likely to hit or slap their child during 
a crisis.5 

9   Interventions 
2-4,6,11,12  They can 

9 

7  As a result, n
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community aware of the services they offer, but to communicate the benefits of 
such services and develop an element of trust within the community.   
 
Who else currently uses this indicator? 
 
No national organizations or states track this indicator. 
 
What are the possible sources of data for this indicator? 
 
Communities wishing to gather this indicator could survey all or a representative 
sample of households.  Data cannot be collected from program participants, 
because they would be a self-selected and biased sample. 
 

 

 

One national survey collects similar information.  The 1997 and 1999 National 
Survey of America’s Families, a nationally representative survey, gathered 
information about whether respondents knew of services to address varied 
problems and why people did not access support services for help with specific 
issues (e.g., keeping their children out of trouble with pregnancy, drugs, or crime; 
arguing a lot with their children).  Among the possible responses are “Didn’t know 
where to go for help” and “No services available in the community.”10 

Although we were unable to locate any communities that use the exact measure 
of awareness of support services defined above, several communities attempt to 
gather information about respondents’ perceptions of, or their access to, support 
services in their community.  The Adaptive Coping with Urban Crime and Fear 
survey asked Baltimore, Maryland residents about their perceptions of social 
support resources.  The Family Context Interview surveyed Atlanta, Georgia 
households about their perception of the accessibility of community services.  
The Neighborhood Context survey includes items on the availability of resources 
and services in a neighborhood.  The Neighborhood Study Questionnaire 
assessed the awareness of available services in Cleveland, Ohio. 

Are there any key issues or concerns about the use of this indicator? 
 
• Sensitivity to change: 

 
• 

Research has found that awareness of support services can be influenced 
through a parent education program.  One study found that parent 
education/training increased parents’ sense of competence and reduced their 
sense of social isolation.1 

Cultural issues: 
There may be cultural differences in the use of support services.  Specifically, a 
stigma may be associated with using support services.  For example, in Hispanic 
families, the family is considered to be the primary social support unit, and t a 
stigma is associated with seeking help from sources outside the family.15 
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• 
This indicator may be influenced by the ability of support services to promote 
their services and activities within the community.  In addition, awareness does 
not necessarily imply acceptance, appropriateness, or use of services. 

Other: 

 

 O7 - 3



 

Sources 
 

 

 

 

 

 

 

 

 

1 Barber, J. G. (1992). Evaluating parent education groups: Effects on sense of competence and 
social isolation. Research on Social Work Practice, 2, 28-38. 
2 Farran, D. C. (1990). Effects of intervention with disadvantaged and disabled youth: A decade 
review. In J. P. Shonkoff & S. J. Meisels (Eds.), Handbook of early childhood intervention (pp. 
501-539). New York: Cambridge University Press. 
3 Farran, D. C. (2000). Another decade of intervention for children who are low income or 
disabled: What do we do now? In J. P. Shonkoff & S. J. Meisels (Eds.), Handbook of early 
childhood intervention (Second ed., pp. 510-548). New York: Cambridge University Press. 
 

4 Guralnick, M. J. (1998). The effectiveness of early intervention for vulnerable children. American 
Journal of Mental Retardation, 102, 319-345. 
5 Hashima, P. Y., & Amato, P. R. (1994). Poverty, social support, and parental behavior. Child 
Development, 65, 394-403. 
6 Karoly, L. A., Greenwood, P. W., Everingham, S. S., Hoube, J., Kilburn, M. R., Rydell, C. P., et 
al. (1998). Investing in our children: What do we know and don't know about the costs and 
benefits of early childhood interventions. Santa Monica, CA: RAND. 
7 Keller, J., & McDade, K. (2000). Attitudes of low-income parents toward seeking help with 
parenting: Implications for practice. Child Welfare, 79(3), 285-312. 
8 Mueller, M. R., & Patton, M. Q. (1995). Working with poor families: Lessons learned from 
practice. Marriage and Family Review, 21, 65-90. 
9 National Research Council, & Institute of Medicine. (2000). From neurons to neighborhoods: The 
science of early childhood development. Committee on Integrating the Science of Early 
Childhood Development. J. P. Shonkoff & D. A. Phillips (Eds.),  Board on Children, Youth, and 
Families, Commission on Behavioral and Social Sciences and Education. Washington, DC: 
National Academy Press. 
10 National Survey of America's Families, Questions N10D and N11D. 
http://www.urban.org/content/Research/NewFederalism/NSAF/Questionnaire/Question.htm 
 

ell, F. A. (1984). Preventative education for high-risk children: Cognitive 
consequences of the Carolina Abecedarian Project. American Journal of Mental Deficiency, 88, 
515-523. 
 

Barnes, H., Weikart, D. P., Barnett, W. S., & Epstein, A. S. (1993). 
Significant benefits: The High/Scope Perry Preschool study through age 27. Ypsilanti, MI: The 
High/Scope Press. 
 

& Hauser-Cram, P. (1987). Early intervention for disabled infants and their 
families. Pediatrics, 80(650-658). 
 

). Identifying social support resources of at-risk families. Social Work, 35, 
193-288. 
 

., & Romero, A. (1983). Family life patterns of Mexican Americans. In 
G. J. Powell (Ed.), The psychosocial development of minority group children (pp. 194-251). New 
York: Brunner/Mazel. 

11 Ramey, C. T., & Campb

12 Schweinhart, L. J., 

13 Skonkoff, J. P., 

14 Tracy, E. M. (1990

15 Vega, W. A., Hough, R. L

 

 O7 - 4

http://www.urban.org/content/Research/NewFederalism/NSAF/Questionnaire/Question.htm


 

O.  Parents provide nurturing and positive emotional support to their 
children. 

8.  Number and percentage of parents who report a sense of belonging 
to the neighborhood/community (P) 

Category: Structural measure 
 
What is the definition of this indicator? 
 
This indicator refers to the total number of parents who feel a sense of belonging 
(i.e., report feeling connected or strongly connected) to their communities.  A 
parent’s sense of belonging is defined as the degree to which they feel as though 
characteristics of their neighborhood or community (e.g., friends, neighbors, the 
community itself, places of worship, coworkers) add to their sense of 
connectedness to their community.
the number of parents who report a sense of belonging by the total number 
parents. 
 

11  The percentage is calculated by dividing 

Why is this indicator important? 
 
Parents who feel connected to their communities feel that they have a 
better quality of life.  Social connectedness, which includes the relationships 
and interpersonal social resources that an individual possesses, is a stronger 
predictor of perceived quality of life in a community than the community’s 
education level or income. ive of personal happiness than 
personal income or education levels.  In contrast, a decreased sense of 
belonging is associated with depressive symptoms.  where social 
connection is higher are less likely to experience crime and are more likely to 
have clean public spaces.7   
 

 
A sense of belonging is also associated with positive youth behaviors.  
Early exposure to community service activities can help promote connectedness 
and a sense of belonging in one’s community. onal research suggests 
that volunteerism and close relationships among students may also facilitate later 
interest in civic life.
 

8  It is also more predict

6  Communities

Communities that provide youth with a strong sense of belonging are 
better able to deter negative behaviors.  For instance, communities that foster 
a sense of belonging in their youth are the most able to deter adolescent alcohol 
use.5  In addition, research examining social connectedness among youth on 
college campuses suggests that such connectedness may lower the risk of binge 
drinking.12   

4  Internati

3  
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Who else currently uses this indicator? 
 
This indicator is currently used by the Center for Creative Leadership (CCL) in 
Colorado, the Center on Urban Poverty & Social Change at Case Western 
Reserve University (CWRU), and the Saguaro Seminar at Harvard University.   
 
What are the possible sources of data for this indicator? 
 

 

 

 

This indicator can be gathered by surveying a representative sample of parents.  
The Social Capital Community Benchmark Survey national sample included 
3,000 respondents.  It also had representative samples in 40 communities 
nationwide (in 29 states, including California) which included an additional 26,200 
respondents.10  These subpopulations provide site-specific data for researchers 
interested in particular municipalities or geographic areas.  Data for the Social 
Capital Community Benchmark Survey were collected via a telephone survey. 

This indicator is measured by the Sense of Belonging Scale (developed by 
CWRU)2 and the Campbell Community Survey (CCL)1.  

Standard survey items are available online.  The Social Capital Community 
Benchmark Survey, designed by the Saguaro Seminar: Civic Engagement in 
America, also collects information on this indicator.  The full set of items from the 
survey can be found online.9  The survey asks questions about familiarity with 
neighbors, attendance at cultural events, volunteerism, trust in civil servants, 
political knowledge, and the perception of the respondent’s ability to effect 
change in his or her community, along with other issues. 

Are there any key issues or concerns about the use of this indicator? 
 
• 
Results from the Social Capital Community Benchmark Survey suggest that 
residents of ethnically diverse communities are less likely to connect with other 
people in their communities, even informally, than are residents of more 
ethnically homogenous communities.  When possible, data should be 
disaggregated by ethnic groups. 

Cultural issues: 

 O8 - 2



 

Sources 
 

1 Campbell Community Survey, 
http://www.aspenmeasures.org/html/final_results.asp?table=instrument&id=118 
 

n Urban Poverty and Social Change, 2 Center o http://povertycenter.cwru.edu/ 
 

 

 

 

3 Flanagan, C., Bowes, J., Jonsson, B., Csapo, B., & Sheblanova, E. (1998). Ties that bind: 
Correlates of adolescents' civic commitments in seven countries. Journal of Social Issues, 54, 
457-475. 
 

4 Flanagan, C. A., & Gill, S. (1999, April 16). Social integration, identity, and youth civic 
commitments. Paper presented at the Biennial Meeting of the Society for Research in Child 
Development, Albuquerque, NM. 
 

5 Grossman, M., Chaloupka, F., Saffer, H., & Laixuthai, A. (1994). Effects of alcohol price policy 
on youth: A summary of economic research. Journal of Research on Adolescence, 4, 347-364. 
 

6 Hagerty, B., & Williams, R. (1999). The effects pf sense of belonging, social support, conflict and 
loneliness in depression. Nursing Research, 48, 215-219. 
7 Putnam, R. D. (2000). Bowling alone: The collapse and revival of American community. New 
York: Simon and Schuster. 
8 Saguaro Seminar. (2001). Social capital benchmark survey. Cambridge, MD: Harvard University. 
9 Social Capital Community Benchmark Survey, 
http://www.ropercenter.uconn.edu/scc_bench.html 
 

10 Social Capital Community Benchmark Survey, http://www.cfsv.org/communitysurvey/ca.html 
 

r Center for Public Opinion Research. (2001). Social capital benchmark survey: 
Methodology and documentation. Storrs, CT: Author. 
 

E., & Kawachi, I. (2000). Giving means receiving: The protective effect of social 
capital on binge drinking on college campuses. American Journal of Public Health, 90, 1936-
1939. 

11 The Rope
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O.  Parents provide nurturing and positive emotional support to their 
children. 

9.  Percent of parents who are afraid to let their children play outside 
because of concern about crime or the children’s safety (P) 

 
Category: Structural measure 

What is the definition of this indicator? 
 
This indicator is calculated by dividing the number of parents who responded that 
they were afraid to let their children play outside because of concern about crime 
or child’s safety by the total number of parents. 
 
Why is this indicator important? 
 
Parents’ fear of letting their child play outside may restrict children’s’ 
activities, which can have a negative impact on child development.
extent that parents’ fears reflect actual neighborhood risks, they indicate the 
extent to which children do not have safe neighborhoods in which to play.  
Parents’ perceptions of lack of safety in their neighborhoods are likely to make 
them unwilling to let their children take advantage of outside facilities or 
resources such as playgrounds, libraries, and parks. uch 
severely constricted conditions may have less opportunity to develop 
relationships with peers and other adults and a sense of autonomy.5
 
Parents’ fear of letting children play outside may also negatively affect 
parenting styles.  Research has shown that parents who live in an unsafe 
environment may use harsh and punitive methods of discipline and show less 
warmth and affection in an effort to keep their children safe.
with the stress of unsafe neighborhoods, families may adopt a world view that is 
distant and lacking in trust, which can cause problems in social settings like 
school, and interfere with the healthy development of relationships.
 

5  To the 

7  Children who live in s

 7  

3  Moreover, to cope 

3    

Who else currently uses this indicator? 
 
No national monitoring groups or organizations are currently tracking this 
indicator. 
 
What are the possible sources of data for this indicator? 
 

 
This indicator has been used in nationally representative surveys.  This indicator 
is used in The Family and Child Experiences Survey (FACES) and the 
Kindergarten Year (Spring 2000) Head Start parent survey.  This indicator was 

This indicator can be gathered by surveying a representative sample of parents.  
Data can be collected in a telephone survey, an in-home survey, or in a 
questionnaire given to parents when their children enter kindergarten.   
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later adapted for use in the Early Childhood Longitudinal Study, Kindergarten 
Cohort (ECLS-K).
 
Variations on this indicator are used by several community and city 
organizations.  For example, the Violence Intervention Project in New Orleans, 
Louisiana, measured parents’ and children’s perceptions of violence in their 
neighborhoods. rveys that measure perceptions 
of neighborhood safety can be found on the Aspen Institute Web site.
 

1   

2  Additional community-based su
6 

Are there any key issues or concerns about the use of this indicator? 
 
• 

• Other:  

 

Sensitivity to change:   
Perceived neighborhood safety is closely related to actual crime rates in the 
respondent’s neighborhood.2  Although a reduction in crime rates could reduce 
negative perceptions of safety, this possibility has not yet been tested.7  (See 
indicator L2.)  
 

Positive household and individual level factors can mediate the negative effects 
of poor neighborhoods.4   
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Sources 
 

 

1 Early Childhood Longitudinal Study Kindergarten Cohort, Question HEQ.400. 
http://nces.ed.gov/ecls/ 
 

 

 

 

6 Measures for community research. Retrieved June 20, 2002, from 

2 Fick, A., Osofsky, J., & Lewis, M. (1997). Perceptions of violence: Children, parents and police 
officers. In J. Osofsky (Ed.), Children in a violent society (pp. 261-276). New York: The Guilford 
Press. 
3 Garbarino, J. (1992). Children in danger: Coping with the consequences of community violence. 
San Francisco: Jossey-Bass. 
4 Halle, T., Zaff, J., Calkins, J., & Margie, N. (2000). Part II: Reviewing the literature on 
contributing factors to school readiness. In Background for community-level work on school 
readiness: A review of definitions, assessments and investment strategies. Washington DC: Child 
Trends. 
5 Lipsey, M. W., & Wilson, D. B. (1993). The efficacy of psychological, education, and behavioral 
treatment. American Psychologist, 48(12), 1181-1209. 
 

http://www.aspenmeasures.org/html/keyword_results.asp. 
 

7 National Research Council, & Institute of Medicine. (2000). From neurons to neighborhoods: The 
science of early childhood development. Committee on Integrating the Science of Early 
Childhood Development. J. P. Shonkoff & D. A. Phillips (Eds.)  Board on Children, Youth, and 
Families, Commission on Behavioral and Social Sciences and Education. Washington, DC: 
National Academy Press. 
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P.  Children achieve permanency. 
1. Number and percentage of children under age 5 who have lived in 

foster care within the past year (C) 
Category: Outcome measure 

 
What is the definition of this indicator? 
 
This indicator refers to the number of children under age 5 who have been 
placed into a living arrangement such as a nonrelative foster home, relative 
foster home (also known as “kinship care”), group home, institution, or 
preadoptive home, because a child protective services worker or a court decided 
they could not safely live at home.  The percentage is calculated by dividing the 
number of children under age 5 in foster care by the total number of children 
under age 5. 
 
Why is this indicator important?  
 
Children are placed in foster care because a finding has been made under 
state law that it is not safe for them to remain in their parents’ homes.  
Children are removed from the home for a variety of reasons such as neglect, 
abandonment, physical abuse, and sexual abuse.  Foster care is an extreme 
intervention and only about 10 percent of reported maltreatment cases result in 
the removal of a child from the home.  Young children are more likely to enter 
foster care and usually do so because neglect has occurred.  
 

 
Children in foster care also experience negative outcomes in school.  They 
are less engaged in school, 16 on average are 1 
year behind educationally,  educational attainment than their 
nonfoster care counterparts. e more likely to have been 
suspended or expelled from school.15   

Studies have shown that children in foster care have more psychological, 
health, and educational problems than their counterparts not in foster care. 
4,17,24  A wide range of family and parenting difficulties are associated with early 
foster care placement, and a wide and complex array of health and 
developmental problems are experienced by these children, who also may not 
receive the comprehensive health, early intervention, and family support services 
that they need.18  Research suggests that foster care placements may lack 
stability, occur in the context of poverty, and have caregivers whose  
psychological well-being is poor.7,8,17  One study found that more than 25 percent 
of children in foster care are living with a caregiver who reports high levels of 
aggravation and stress in the parenting role.9  According to the only national 
study of 810 youth aging out of foster care, 38 percent were emotionally 
disturbed, 50 percent had used illegal drugs, and 25 percent were involved with 
the legal system.6  Research on the effects of early foster care is limited, 
however, and hard to interpret.  (See the section on “other concerns” below.) 

15 perform worse academically,
14 and have lower

11  In addition, they ar
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However, there may be benefits to foster care.  Foster care can lead to a 
permanent home.  According to the Adoption and Foster Care Analysis and 
Reporting System, most children who are adopted are adopted by their foster 
parents.  Two recent studies based on small, localized samples found that being 
in foster care was associated with improved behavioral outcomes.  A recent 
study in San Diego, California found that youth aged 7 to 12 who remained in 
foster care for at least 5 months and who did not reunify with their natural parents 
had fewer risky or negative behaviors 6 years later than youth who did reunify.21  
Similarly, a recent study of all young children entering foster care in a region of 
Connecticut found that the children’s ability to meet “age and culturally 
appropriate standards of personal independence and social sufficiency” 
increased over 2 consecutive 6-month periods following placement.13  Moreover, 
existing evidence suggests that children in the child welfare system are more 
likely to have their emotional and behavioral needs addressed.15  This may be 
due to increased access to psychological or medical services.  Children in foster 
care are also less likely to have skipped school than children living with a single 
parent in a low-poverty situation.15   

Who else currently uses this indicator? 
 
This indicator is tracked by national, state, and local agencies.  Nationally, the 
Child Trends Databank, Children NOW, and the U.S. Department of Health and 
Human Services track this indicator.
 

 

5,23 

Additionally, every state’s child welfare agency maintains records on foster care 
placements.  (For California, this agency is the Department of Social Services.)3  
Several local policy and data efforts in California use this indicator and report it in 
their counties' community scorecards, as seen in Orange, Los Angeles, and 
Santa Barbara counties.  Similarly, communities around the nation also track 
foster care rates (e.g., Greenville, South Carolina with its Community Planning 
Council of Greenville County). 

What are the possible sources of data for this indicator? 
 
The Adoption and Foster Care Analysis and Reporting System (AFCARS) 
collects national and state level data on foster care.  It reports data for children in 
foster care under age 5.  The system is administered by the Administration for 
Children and Families in the U.S. Department of Health and Human Services.  
 

  

Additionally, data on foster care placements can be found in child protective 
services records for each state.  In California, the Department of Social Services 
collects data on foster care placement,1 which can be found online.2 
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Are there any key issues or concerns about the use of this indicator? 
 
• 
Duplicate cases have been recorded in the AFCARS data and the state level 
data, resulting in double counting.  However, the number of duplicate cases in 
the AFCARS data set has declined in recent years. 

• Sensitivity to change: 
Because relatively few programs have been designed to reduce the number of 
children in foster care over long periods of time, it is unclear how sensitive this 
indicator is to change over time.   
 
However, one quasiexperimental study of a county-level project, the Alameda 
Project, designed to reduce long-term foster care by training foster care 
caseworkers showed an increase in the number of foster care children restored 
to their homes and a reduction in the number of children remaining in foster 
care.
 

 
The rate of children in foster care (i.e., the number of children in foster care per 
1,000 children under 18 years of age) has risen in the past 2 decades—from 4.2 
per 1,000 in 1982 to 7.5 per 1,000 in 2000.

• 

 
A 1999 document from the Family Resource Coalition of America suggests that 
the current treatment of children from diverse backgrounds continues to reflect 
racial bias because (1) the system responds more slowly to crisis with families 
from diverse backgrounds, (2) families from diverse backgrounds have less 
access to support services, and (3) children from families of diverse backgrounds 
receive less comprehensive services plans and maybe overrepresented in 
substitute services as a result.12 

Reliability/Validity: 

 

19 20  

A state-level intervention, the Oregon Project, successfully implemented (or was 
in the process of implementing) permanent placements with biological or 
adoptive families for 90 percent of foster care children within 3 years.10 

23 
 

Cultural Issues: 
Children from diverse backgrounds are overrepresented in foster care.  As 
reported by the Children’s Bureau, U.S. Department of Health and Human 
Services (January 2002), 39 percent of children in foster care are black non-
Hispanic; 34 percent white non-Hispanic; 3 percent Native American /Alaskan 
and Asian/Pacific Islander, and 7 percent unknown.  White children are 5 times 
more likely to be adopted than to stay in long-term foster care compared with 
black children, and 2.5 times as compared with Hispanic children.22 

 
• Other concerns: 
Note that research on foster care is limited (particularly for infants and young 
children), and therefore conclusions about implications for children’s 
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development are hard to reach.  It is difficult to distinguish outcomes that result 
from the maltreatment that precipitated the children’s move into the foster care 
system from outcomes of foster care itself.  For example, young children coming 
from environments of drug abuse may also have suffered from inadequate 
housing, poor nutrition, violence, and other hazards.  Many infants who enter 
foster care at birth were born with the developmental risks associated with low 
birth weight and exposure to drugs. (See indicators A2, A3, and A5.)  Some 
infants enter care after months in unsafe homes.  If these children were left with 
their families, they might experience far worse consequences.  
 
In addition, most research on foster care is cross-sectional, making it difficult to 
assess long-term results for individual children. 
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P.  Children achieve permanency.  
2.  Number and percentage of children under age 5 in foster care who 

are placed into a permanent home (C) 

 
Category: Outcome measure 

What is the definition of this indicator? 
 

 

This indicator refers to the number of children under 5 who have entered the 
foster care system and exited to a permanent home either with biological or 
adoptive families.  These children entered the foster care system because a child 
protective services worker or a court decided they could not safely live at home. 
 
The percentage is calculated by taking the number of children under age 5 with 
permanent placements in the foster care system and dividing it by the total 
number of children under age 5 in the foster care system. 

Why is this indicator important? 
 

 
One issue facing foster care is its ability to find permanent placements for 
children.  Most children are in foster care for less than a year and according to 
1999 data about 35 percent are in foster care less than 6 months.  Younger 
children are less likely to be in foster care more than 6 months.  Foster care is 
designed to have children enter the system, receive care and services, and leave 
the system.16  However, one of the main issues facing the foster care system is 
its ability to get children out of foster care and into permanent placements.
term foster care can be expensive and is not the goal of foster care.  The cost of 
maintaining a child in foster care is approximately $15,000 per year.
addition, research suggests that finding a child a permanent home should be a 
child protective agency’s primary objective and that children should not be 
allowed to remain in long-term foster care.
care, the less likely he or she is to leave the foster care system.
percentage of children age out of foster care.  However most children return 
home or are placed into a permanent home and never return to the foster care 
system again. 
 

Children are placed in foster care because a child protective services worker or 
court has decided that it is not safe for the child to remain at home due to a risk 
of maltreatment such as neglect and physical or sexual abuse.  It is considered 
to be temporary solution.  It is important to note that research on foster care is 
limited and therefore conclusions are difficult to reach. 

7  Long 

10,12  In 

21  The longer a child stays in foster 
9,13,18  A small 

Children in foster care experience many negative outcomes however, 
foster care may not be the cause of these outcomes.  It is possible that a 
child’s environment prior to foster care is the antecedent of these outcomes.  
Studies have shown that children in foster care have more delays than their non 
foster care counterparts in psychological, health, and educational outcomes.2,20,26  
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In addition, research suggests that foster care homes may lack security, may be 
in poverty, and may have caregivers with poor psychological stability.5,17,20  One 
study found that over 25 percent of children in foster care are living with a highly 
aggravated caregiver as measured by a four-item scale.6  According to the only 
national study of 810 youth aging out of foster care, 38 percent were emotionally 
disturbed, 50 percent had used illegal drugs, and 25 percent were involved with 
the legal system.4  As mentioned before however, these outcomes cannot be 
directly connected to foster care.  For example, young children coming from 
environments of drug abuse also suffer from inadequate housing, poor nutrition, 
violence, and other hazards.  Many infants who enter foster care at birth have 
been born with the developmental risks associated with low birth weight and 
exposure to drugs, and some infants enter foster care after months in unsafe 
homes. 
 
Children in foster care also experience negative outcomes in school.  
Foster care children are less engaged in school.
children living in foster care perform worse academically,
year behind educationally,  educational attainment then their 
non-foster care counterparts.
suspended or expelled from school.
 
There are, however, benefits to foster care.  Foster care can lead to a 
permanent home.  According to the Adoption and Foster Care Analysis and 
Reporting System, most children who are adopted are adopted by their foster 
parents.  Indeed some research indicates that foster care may have beneficial 
effects.  Two recent studies based on small, localized samples found that being 
in foster care was associated with improved behavioral outcomes.  A recent 
study in San Diego, California found that youths ages 7 to 12 who remained in 
foster care for at least five months and who did not reunify with their natural 
parents had fewer risky or negative behaviors six years later than youth who did 
reunify.24  Similarly, a recent study of all young children entering foster care in a 
region of Connecticut found that the children’s ability to meet “age and culturally 
appropriate standards of personal independence and social sufficiency” 
increased over two consecutive six-month periods following placement.14  
Moreover, existing evidence suggests that children in the child welfare system 
are more likely to have emotional and behavioral needs addressed.
be due to increased access to psychological or medical services.  Children in 
foster care are also less likely to have skipped school than children living with a 
single parent in a low-poverty situation.
 

17  Research has shown that 
19 are on average one 

15 and have lower
11  In addition, they are more likely to have been 

17   

17  This may 

17   

Who else currently uses this indicator? 
 
Every state’s child welfare agency maintains records on foster care placements.  
Nationally, the Adoption and Foster Care Analysis and Reporting System 
(AFCARS) maintains national and state data on foster care.  The system is part 
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of the Administration for Children and Families, U.S. Department of Health and 
Human Services. 
 
Children Now collects county specific information on foster care for California.
 

3 

What are the possible sources of data for this indicator? 
 

 

 

This indicator can be gathered from state agency data.  Every state has a child 
welfare agency that keeps track of foster caregivers.  State child welfare agency 
contact information can be found online.25 

Foster care case information can also be found in child protective services 
records for each state.  In California, the Department of Social Services tracks 
foster care cases.1 

Are there any key issues or concerns about the use of this indicator? 
 
• Sensitivity to change: 

 

 

 
• Other: 
The term “permanent home” does not necessarily mean a child’s biological 
family.  Other forms of permanent home situations are adoptive families, or 
another living arrangement.  This indicator may not be reflective of the outcome 
of having children remain with their families.  Further, this indicator may not 
appropriately fall under the outcome of "Children remain with their families".  
Under federal law, the goal of social service agencies is to achieve permanency 
for abused and neglected children either by returning them to a safe home or by 
terminating parental rights and placing them with an adoptive home--which in an 
overwhelming percentage of the cases is their current foster home.  By placing 

There have been relatively few programs designed to reduce the number of 
children in foster care.  Evidence from two older programs is presented below. 

The Alameda Project, which focused on the effective delivery of services to the 
client after entry into the foster care system, has been shown to successfully 
reduce the number of children in long-term foster care by training foster care 
caseworkers.22  One study of the Alameda Project showed an increase in the 
number of foster care children restored to their homes and a reduction in the 
number of children remaining in foster care.23 

Another intervention, the Oregon Project, looked to increase the number of foster 
care children in permanent placements, either by returning children to their 
biological families or placing them with adoptive families.  The project 
successfully implemented permanent placements or was in the process of 
implementing permanent placement for 90 percent of its foster care children 
three years later.8 
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this indicator under "Children remain with their families," a situation may be set 
up where a goal of social service agencies is to return children to unsafe homes. 
 
Collecting this indicator by examining state records may be time consuming and 
costly.  While it is the most accurate way of collecting this information, aggregate 
data must be generated from individual cases.  Most agencies do not compute 
these numbers. 
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Q.  Increased accessibility of services/activities. 
 
What is the definition of this outcome?   
  
Increased accessibility of services/activities refers to ways in which programs 
and agencies providing health, education, social, and other services operate to 
make sure that all eligible children and families can fully access those services 
with ease.  
 
Potential indicators include: 
• Increased number of providers 
• Increased number of service locations 
• Increased percentage of the eligible population served 

• Provision of services in conveniently located places (e.g., schools) 
• Provision of mobile services (e.g., mobile vans) 
• Provision of home-based services 

• Increased outreach and public awareness of services 
• Provision of services for special-needs population(s)  
• Provision of services for underserved population(s). 
 
(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 
 

• Expanded eligibility for services (e.g., removal of financial barriers by raising 
eligibility to 2 or 3 times the poverty level) 

• Provision of co-located services (e.g., multiple agencies providing services at 
a shared location) 

• Provision of transportation to services 
• Provision of activities or services at reduced prices or free of charge 
• Expansion of service hours or provision of scheduling flexible  

Why is this outcome important?  
 
Increasing accessibility of services/activities will increase the opportunities 
for children and families to access and receive health, education, and 
social services when they need to, leading to better outcomes for children 
and their families.
services, availability of services (e.g., hours and days of operation, location of 
services, number of providers dispensing services), transportation, the cultural 
competence of service providers, accommodations for people with special needs, 
and affordability (i.e., few or no restrictions on eligibility). 
 
Alternative hours and days of operation provide children and families with 
more flexibility to access health, education, and social services in a timely 
manner.  Changes in California’s economy have made it more challenging for 
children and families to access services with traditional hours of operation 
(Monday through Friday, 9:00 AM to 5:00 PM).  Parents working under strict 

7,10  Accessibility is influenced by public awareness of 
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employment regulations or holding two jobs to support their families are not 
always able to receive services during traditional hours and days of operation.  
Agencies that can provide services on a Saturday or offer extended hours (e.g., 
an 8:00 PM closing day once a week) make it easier for children and families with 
inflexible work schedules to receive care, and communicate understanding and 
respect for families’ needs.  
 
Improved location and proximity of services alleviate barriers to access for 
children and families living in rural or remote areas.
areas lack the population base and resources to offer a wide variety of programs 
and providers.  By co-locating programs and services, providing more home 
visitation programs, and/or having mobile vans to provide services, the needs of 
children and families can be better accommodated.   
 

 
Media advertising, community outreach, and case management of health, 
education, and social services increase families’ awareness of programs 
and their participation in these programs.  Families with limited English 
language skills may not be aware of services that are available to them.  Lack of 
information or limited access to information and support networks can make 
“working the system” difficult.  Having media campaigns (e.g., public awareness 
ads in different languages) or community outreach to children and families with 
limited English language skills heightens awareness of these programs and 
makes them more accessible.  
 
Accessing different systems can be frustrating (e.g., bureaucratic barriers and 
the need to fill out different forms).  Eligibility criteria for public programs are often 
confusing and contradictory.  Increases in client retention, satisfaction,4 
motivation, and investment,1 are associated with providing case management 
that matches individual social services professionals with specific families; these 
professionals then help the families navigate the social services systems and 
locate available resources in the community.  Customizing programs to families’ 
unique needs2,11 has also been shown to have positive outcomes. All these 
improvements in accessibility are also associated with more positive goal-related 
outcomes for programs.5,8 
 

3,7  Rural and remote 

Removing transportation barriers can increase the likelihood that children 
and families are able to access services.3,12  Studies show that lack of 
transportation often deters families from seeking services.  Offering taxi 
vouchers, bus tokens, and other affordable transportation services, as well as 
having more home visitation programs, increases the likelihood that children and 
families can receive health, education, and social services as needed.9    

Providing services to accommodate people with special needs alleviates 
barriers to accessing these services.  Access may be physical such as finding 
accessible housing, offices, public buildings, recreation facilities, and other 
structures that are American Disability Act (ADA) compliant, and 
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nondiscriminating.  For young children with disabilities, access also 
encompasses the social context of inclusion,6 participation with their nondisabled 
peers in typical child care programs community-based programs (e.g., library 
programs, play groups, sports programs), and school-based programs.   
 

 
Affordable services (few or no restrictions on eligibility) alleviate the 
financial burden for families who cannot otherwise afford the services.  
Poverty, unemployment, and reliance on public programs such as Medicaid, 
Medicare, and federal disability (SSI) affect access to health care and other 
services.  Many families with young children struggle with low-paid employment 
without health care benefits.  Many health care providers refuse to accept 
patients with medical coupons.  Families in high-income brackets are the only 
ones that can afford to pay the full cost of quality child care.13  Most low-income 
families can gain access only to early education services through federal- and 
state-subsidized programs (e.g., Head Start and state-funded preschools, child 
care vouchers from public assistance programs).  
 

Accessibility for diverse groups can be improved by offering culturally and 
linguistically appropriate services and materials.6,7  Having staff who reflect 
the cultural and linguistic characteristics of a community increases access to 
programs and services by diverse groups.  Translating forms, brochures, and 
other program materials intended for use by parents, caregivers, and children 
into different languages and/or providing interpreters also facilitate access for 
children and families.  Doing so demonstrates to families that the program and its 
providers are aware of their needs and respect them.  (See indicator S.) 

Who else currently uses this outcome?   
 
The Forum on Child and Family Statistics-America’s Children: Key National 
Indicators of Well-Being, 2001 (and previous versions) track this outcome.
 

 

 

3 

The Foundation Consortium for School Linked Services, established in 1991 to 
promote systems’ change in California, has been funding programs, evaluation, 
and research that look at how systems that serve children and families might be 
improved (including improvements in accessibility) so that children and families 
have better outcomes.5 

Several evaluations of comprehensive and school-linked service efforts have 
tracked the improvement of service delivery, including increased accessibility.  
For example, both the national evaluation of Even Start and the statewide 
evaluation of California's Healthy Start School-linked Service Initiative document 
the extent to which programs offer accessible services.14   

 Q - 3



 

What are the possible sources of data for this outcome?   
 
SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including changes in the accessibility of 
services and supports. 
 
Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how the programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 
interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of program participants and staff, and knowledge about 
best practices from the research literature. 

 Q - 4



 

Sources 
 

 

2 Dolan-Mullen, P., DiClemente, C. C., Velasques, M. M., Timpson, S. C., Groff, J. Y., & 
Carbonari, J. P. (2000). Enhanced prenatal case management for low income smokers. Tobacco 
Control, 9(Supplement III), iii75-iii77. 
 

 

 

1 Bos, J. M., Huston, A. C., Granger, R. C., Duncan, G. J., Brock, T. W., & McLoyd, V. C. (1999). 
New hope for people with low incomes: Two-year restuls of a program to reduce poverty and 
reform welfare. New York: Manpower Demonstration Research Corportation. 

3 Federal Interagency Forum on Child and Family Statistics. (2002). America's children: Key 
national indicators of well-being, 2002. Washington, DC: Author. 
4 Fiene, J. I., & Taylor, P. A. (1993). Serving rural families of developmentally disabled children: A 
case management model. Social Work, 36(4), 323-327. 
5 The Foundation Consortium, http://www.foundationconsortium.com 
 

 

 

 

 

 

6 Golan, S., Shaver, D., Wagner, M., Wechsler, M., & Williamson, C. (1996). From principles to 
action: Local implementation of California's Healthy Start school-linked services initiative. Menlo 
Park, CA: SRI International. 
 

7 Holloway, F., & Carson, J. (1998). Intensive case management for the severely mentally ill: 
Controlled trial. British Journal of Psychiatry, 172, 19-22. 
8 Janko, S., & Peck, C. (1996). Re-envisioning the 21st century for children and families: The 
struggle for access, participation, and belonging. In E. J. Irwin (Ed.), Putting children first: Visions 
for a brighter future for young children and their families. Baltimore, MD: Paul Brookes Publishing 
Co. 
9 Levine, P., Richardson, M., Lishner, D., & Porter, A. (2001). Faces on the data: Access to health 
care for people with disabilities in rural America. In R. M. Moore (Ed.), The hidden America: 
Social problems in rural America for the twenty-first century. Pennsylvania: Susquehanna Press. 
 

10 McGroder, S., Zaslow, M., Moore, K. A., & LeMenestrel, S. M. (2000). National Evaluation of 
Welfare-to-Work Strategies: Impacts on young children and their families two years after 
enrollment: Findings from the Child Outcomes Study. Washington, DC: U.S. Department of 
Health and Human Services, U.S. Department of Education. 
11 Miller, C., Knox, V., Gennetian, L. A., Dodoo, M., Hunter, J. A., & Redcross, C. (2000). 
Reforming welfare and rewarding work: Final report on the Minnesota Family Investment 
Program: Vol 1, effects on adults. New York: Manpower Demonstration Research Corporation, 
Minnesota Department of Human Services. 
12 Olds, D. L., Henderson, C. R., & Kitzman, H. J. (1999). Prenatal and infancy home visitation by 
nurses: Recent findings. The Future of Children, 9(1), 44-65. 
13 Strohl, N. (2002, Jan 18). Recommendations on child care: California Working Families Policy 
Summit, from http://www.childcarelaw.org/memoranda/recommendations_on_child_care.cfm 
 

14 U.S. Department of Health and Human Services. (2001, Jan 11). Ancillary services to support 
welfare to work: Substance abuse. Retrieved July 15, 2002, from 
http://aspe.os.dhhs.gov/hsp/isp/ancillary/sa.htm 
 

 Q - 5

http://www.childcarelaw.org/memoranda/recommendations_on_child_care.cfm
http://aspe.os.dhhs.gov/hsp/isp/ancillary/sa.htm


 

 



 

R.  Improved service delivery 
 
What is the definition of this outcome?   

Improved service delivery refers to providing health, mental health, social, child 
care, early child development, and family services and supports in ways that are 
more comprehensive, responsive, and effective than in the past.   
 
Potential indicators include:  
• Provision of training and technical assistance to program staff to improve the 

quality of services  

• Increased attention to prevention-focused services/activities 

• Increased percentage of programs that meet standards for high program 
quality (e.g., an increased percentage of child care programs that are 
accredited; a high score on standardized measures of quality such as the 
Early Childhood Environment Rating Scale (ECERS) 

 
(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 
 

 

• Increased family focus of services (e.g., addressing the needs of multiple 
family members) 

• Improved facilities 

• Parent/participant reports of satisfaction with content, quality, and family 
centeredness of delivered services  

Why is this outcome important?   
 

• Tailored to individual needs (flexible) 

• Integrated (coordinated and collaborative) (See indicator T.) 

Traditional methods for addressing the risks that affect the lives of children 
have not been effective.20,21  The consensus is growing that programs need to 
be restructured to effectively address complex problems (e.g., premature birth, 
poor health and nutrition, child abuse, family stress, inaccessible social and 
health services, lack of quality child care and early education programs).4  
Furthermore, there is a growing consensus about the ways in which services 
need to be improved to achieve greater and more sustainable outcomes for 
children and families.7,12,14  This consensus calls for services to become more: 

• Comprehensive  
• Intensive and continuous 

• Family-centered 
• Focused on prevention and early intervention 
• High-quality (well-trained staff and high program standards) 
• Accessible (See Indicator Q.) 
• Culturally competent (See Indicator S.) 

• Accountable for results (See indicator U.) 
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• Community-based (civic engagement) (See indicator V.) 
• Cost-effective.  

 

 
Services need to be more comprehensive so they can address the “whole” 
child.  The Children’s Defense Fund recommends that all child care and early 
education ensure that children have access to comprehensive services and that 
parents receive education and support services.
to address the needs of the whole child, his or her family’s needs, and the needs 
of his or her community.  The components of comprehensive service for young 
children include early childhood care and education, family support, and access 
to health and social services.  of programs for young 
children tend to focus on a specific need or a narrow set of needs (e.g., health 
screenings), while not simultaneously addressing other important needs in other 
areas (e.g., access to child care, parent education or support services, other 
basic needs of families). engthen their efforts is to 
examine whether the breadth of their services and activities are sufficient to bring 
about the types of improved child and family outcomes they hope to achieve. 
 

 
Services need to be responsive to the needs of individual children and 
families.  Programs need to take individuals’ strengths and needs into 
consideration when providing services or other resources.  Services need to be 
flexible to allow them to be tailored to the specific needs of children and families.
Services should be available at differing levels of intensity so that both families 

Research on home visiting has found that when programs have more of these 
qualities (i.e., more comprehensive, intensive, continuous, flexible, and 
responsive), they are more effective at promoting healthy child development and 
family functioning than programs with fewer of these qualities.18,19,24  However, it 
is often quite difficult to establish and maintain programs with all of these 
qualities. 

13  Services and activities need 

24  However, the majority

23  One way programs can str

Services need to be of sufficient intensity and duration.  Some programs 
may provide a wide range of services but not offer them for a sufficient amount of 
time (e.g., one home visit) to affect child health and development positively.  
Home visiting studies suggest that families that receive more visits, and at a 
higher intensity, benefit more than families who receive fewer visits.  A precise 
minimum threshold is unknown, but home visiting researchers have speculated 
that 4 visits,18 3 to 6 months of services,6 or more than 6 months and 12 home 
visits15 may be required before change can occur.  Weekly home visits tend to be 
more effective than monthly home visits,18 but they may be difficult to implement 
with consistency.  Other reviews of a variety of early childhood educational and 
home visiting programs also suggest that child outcomes are often better for 
programs with a greater intensity of services and services that last longer.3  
Programs can strengthen their efforts by examining whether or not the intensity 
and duration of their services and activities are sufficient to bring about the types 
of improved child and family outcomes they intend.    

5  
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who require only short-term minimal support or intervention and families who 
require long-term, intensive treatment or crisis-level services can be served 
appropriately.   
 

 
Providing support for the entire family can promote an improved environment for 
development of the child.  Comprehensive programs have helped families in the 
areas of basic education (increased literacy and completion of General 
Equivalency Diplomas), parenting attitudes and skills, and involvement in 
children’s learning and school activities.24  Programs can examine to what extent 
they focus on families by looking at whom they serve, how they conduct intake 
assessments, and how they keep client records.6  For example, are most of a 
program’s clients families, are intake assessments focused on families, and does 
the record keeping system link together information from various family 
members?  
 
Programs need to shift attention from remediation to early intervention and 
eventually prevention.
focusing on the needs of children and families in crisis rather than for preventing 
the problems in the first place.16  Research on health, social, and education 
programs has found that primary prevention at an early age reduces intervention 
costs and helps more children achieve their potential at later ages.
programs focus on prevention by targeting specific outreach programs to those 
most at risk of what the program is trying to prevent.
 

Making services more family-centered will increase the likelihood of 
achieving and sustaining positive outcomes for children.  A child’s family is 
the most important influence on that child. To achieve better outcomes, parents 
and members of the extended family, if children are living with parents and 
relatives, should be actively involved in decision-making about services.  A 
central goal of a family-centered approach is to create a trusting, supportive, and 
respectful relationship between families and service providers.  Families and 
providers should work together to develop services and activities that are 
welcomed by families, support their independence, and strengthen their 
community ties.23   

20,21  The current service system has been criticized for 

2,8,25  Some 

6   

High-quality programs have a sufficient number of qualified and trained 
staff, high program standards, and appropriate facilities.  Research has 
demonstrated the importance of having enough qualified and well-trained staff for 
achieving results.  For example, Head Start centers are more effective at 
promoting positive child developmental outcomes when they have lower child to 
adult ratios, higher trained/educated staff, and more positive attitudes toward 
families than do centers without these characteristics.1  Similar findings have also 
been found for child care centers.26,27  Research on Early Head Start has 
demonstrated that children and parents benefited more at program sites that met 
quality standards than at those that did not.22  The literature on family resource 
centers indicates that centers that provide more training to their staff about 
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subject matter related to particular services and general operations are more 
effective than centers that do not.23  Evidence also indicates that programs that 
are required by funding sources to meet high quality standards do provide higher 
quality services than programs not required to meet such standards.10     
 
The quality of early care and education programs is affected by their facilities.  
For example, unsafe and developmentally inappropriate classrooms, 
playgrounds, bathrooms, kitchens, or other parts of an early care or education 
program can severely limit the quality of that program. ing 
facilities in which to provide high-quality comprehensive and integrated services 
can be extremely difficult.  Such facilities need to allow for private interactions 
between staff and families, the housing of staff from multiple agencies, the 
comfortable congregation of families, child care services, and accommodations 
for parents and families with disabilities.11  Many California Healthy Start School-
Linked Service programs needed to build new facilities to house their programs 
near or on overcrowded school campuses.
 

5  Finding and develop

13 

Who else currently uses this outcome?   
 
The Foundation Consortium for School Linked Services, established in 1991 to 
promote systems change in California, has been promoting programs, 
evaluation, and research that look at how systems that serve children and 
families might be improved so that children and families can have better 
outcomes.
 

 

9 

Several evaluations of comprehensive and school-linked service efforts have 
tracked the improvement of service delivery.  For example, both the national 
evaluation of Even Start and the statewide evaluation of California’s Healthy Start 
School-linked Service Initiative documented the extent to which programs offered 
comprehensive, family-focused, and prevention-oriented services, and had well-
trained staff.11,17 

What are the possible sources of data for this outcome?   
 

 

 

SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including changes in the quality of services 
and supports. 

Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how the programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 
interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of program participants and staff, and knowledge about 
best practices from the research literature.   
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S.  Increased cultural competence. 
 
What is the definition of this outcome?    
 
The term “cultural competence” refers to services, supports, or other assistance 
that are conducted or provided in a manner that is responsive to the beliefs, 
interpersonal styles, attitudes, language, and behaviors of individuals from 
diverse backgrounds who are receiving services, and in a respectful manner that 
has the greatest likelihood of ensuring those individuals’ maximum participation 
in the program.1  First 5 California defines diversity as inclusiveness of children 
prenatally to 5 years of age, regardless of immigration status who: (1) are from 
different ethnic, linguistic, cultural, socioeconomic, religious, geographical, and/or 
other historically or currently underserved communities; or (2) have disabilities 
and other special needs.
 
“…A culturally competent system of care reflects and responds to the 
communities it serves through its administrative policies and procedures, hiring 
practices, training and professional development, and the active participation of 
community members and consumers.”
 

• The availability of adapted and specialized services and supports for 
children with special needs and their families 

 

1 

9 

Potential indicators include: 
• Cultural diversity training for providers 
• The provision of training and technical assistance to improve knowledge, 

attitudes, and skills of service providers to increase their capacity to work 
with children with disabilities and other special needs 

• Service providers who are culturally and linguistically reflective of the 
community  

• The provision of print, audiovisual, and electronic materials that are 
culturally and linguistically appropriate for communities being served and 
written at appropriate literacy levels  

• Data collected and reported by ethnicity, language, age, gender, 
geographic areas, special needs populations, or other significant 
subgroups 

 
(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 

Why is this outcome important?  
 
Culturally insensitive care and lack of appropriate treatment models have 
negative effects on populations of diverse background.  Culturally 
inappropriate services have discouraged some populations from seeking 
traditional medical care and services through public health programs.  In 
contrast, effective health programs acknowledge and incorporate the culture of 
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the people they serve.  Service providers working in and serving diverse groups 
must understand the cultures of the communities that they serve, and must 
design and manage culturally competent programs that reflect those cultures.  
“…Providers must collaborate with culturally knowledgeable community members 
at every phase of program operation—design, implementation, and evaluation—
administrators, providers, staff and clients work to enhance program integrity and 
clarify communication.”
 

 

• 

• Content that may be inappropriate for different groups.  For example, 
programs that provide parenting services must guard against ethnocentric 
judgments that fail to consider the range of parenting practices that may be 
appropriate for different cultural groups.
individualize services to address cultural and linguistic diversity as well as the 
range of ability levels and behavioral and learning styles representative of 
California’s children and families.

• Communication styles that can differ because of language, culture, and 
literacy levels.  Programs must be sensitive to these differences through 
staffing, practices, and policies.  Materials and resources need to be 
congruent with the cultures, languages, and levels of literacy of the population 
being served.  

11   

In a recent volume about the science of early childhood and early childhood 
interventions, a National Academy of Sciences panel concluded that, “The 
importance of examining the design and implementation of early childhood 
policies and practices through a cultural lens cannot be overstated.” (page 
369).23  The panel cautioned that the underlying assumptions of many early 
childhood programs about the need for changes in caregiving or parenting 
practices and about the desired outcomes can differ for different cultural groups, 
leading to interventions that could be “inappropriate or intrusive.” This panel also 
noted that, “Thus, despite widespread consensus about its importance, the 
underlying science of cultural competence remains to be developed.” There is, 
however, a growing body of literature relevant to issues of cultural 
competence.4,7,8,10,12,20,21,22,25,26,29,30,31,32  

Cultural competence involves several factors or domains.  These domains, 
although separate and discrete, are dynamic and interact with each other.  These 
domains include: 
 

Values and attitudes that can affect mutual respect between providers and 
those served.  For example, culturally competent systems/programs screen 
materials for offensive cultural ethnic or racial stereotypes, are aware and 
intervene when appropriate, on behalf of clients when organizations display 
culturally insensitive behaviors, are aware of the varying degrees of 
acculturation by persons into the dominant culture, and recognize how 
varying gender roles, religious, and other beliefs may influence participants’ 
responses to services. 

9  In addition, programs need to 

2 
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• 

• 

Attention to the background of recent immigrants is vital to understanding 
their needs.  For example, the level of care or service may depend on whether 
the individual or family left their native country voluntarily or involuntarily; 

 

 

 

Community/consumer participation in the development, implementation, and 
evaluation of services and practices and program interventions that ensures 
that programs are addressing the needs of specific communities in effective 
ways. (See indicator V.)  Community participation efforts should ensure that 
all diverse groups are actively engaged and have an equal voice in 
determining their needs and finding solutions.2  Outreach activities should 
also connect with people and organizations that already have a strong 
relationship within the community.   
Staffing that reflects the linguistic and ethnic groups who live in the 
community being served.14  Educational and caregiving settings that are 
similar in style, language, and approach to children’s home environments are 
assumed, in most instances, to be the most beneficial.18,24 

• Training and professional development that promote greater cultural 
competence through frequent training that expands staff knowledge about 
and appreciation of diverse cultures and groups.11  Similarly, training and 
professional development needs to build capacity for working more effectively 
with children who vary in abilities, and in behavioral and learning styles.2 

 

the extent of exposure to life-traumatizing events such as war, torture, or missing 
family members; and their legal status.17  

The need to develop more culturally competent systems and programs 
intensifies as the U.S. population becomes more diverse.18  By 2080 most 
Americans are projected to be from culturally and linguistically diverse 
populations.3  By 2080, most Americans are expected to speak another language 
than English as their first language and to be of non-Anglo origin.  California has 
already become a “majority-minority” state, with more than 50% of its population 
represented by culturally and linguistically diverse groups.7  Whereas the U.S. 
population is becoming more diverse, the educators, social service, and health 
professionals in early intervention programs are most often white, college-
educated women.5,6,13,19  If these trends persist, early intervention professionals 
and families will increasingly encounter cultural, linguistic, racial, economic, and 
class differences. 

As systems and programs shift to family-centered services, the need to 
work effectively with families from diverse backgrounds becomes more 
important.14,27  Family-centered services promote a change in the relationship 
that service providers and other practitioners have with families.  The family-
centered approach strives for increased equity and balance of power.18  “This 
approach has heightened the importance of skills related to working effectively 
and sensitively with families in partnership roles.”18 
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Data for specific communities and populations need to be collected to 
identify disparities in access to, and quality of, services and supports 
experienced by children from diverse backgrounds.  By identifying disparities 
and gaps in services and supports, those working with children can develop 
better informed decisions about policies and programs.  Proposition 10 requires 
Commissions to use an outcome-based accountability system that should 
include: (1) conducting assessments that include assets, challenges, and gaps in 
communities and systems for specific groups and populations; (2) using 
assessment data to establish desired results to design program s that will 
remove disparities and attain desired results; (3) setting measurable objectives 
for increasing access and achieving equity; and (4) tracking progress on those 
objective using culturally and linguistically appropriate questions, instruments, 
and other research methods to collect relevant data form the populations and 
communities served; (5) using findings to inform policy making, funding 
decisions, and program refinement; and (6) disseminating information about the 
best and promising practices for the benefit of all children and their service 
providers.  Questions on disabilities and other related issues should be included 
in surveys and other evaluation and research tools/instruments.2 
 
Who else currently uses this outcome? 
 
Several agencies have defined and tracked the availability of culturally 
competent services and supports; the agencies include the Office of Minority 
Health CLAS project (which developed national standards for culturally and 
linguistically appropriate services in health care),23 Bendheim-Thomas Center for 
Research on Child Well-being (Princeton University), Center on Minority 
Research in Special Education, Alliance Project (Peabody College, Vanderbilt 
University), Bueno Center (University of Colorado, Boulder), Council of Latino 
Agencies (Washington, DC), Fiesta Educativa (Los Angeles), Indian Health 
Service (Tucson), National Multicultural Institute (Washington, DC), and Southern 
California Indian Center, Inc. (Fountain Valley, CA). 
 

 
The Foundation Consortium for School Linked Services, established in 1991 to 
promote systems change in California, has been promoting programs, 
evaluation, and research that look at how systems that serve children and 
families might be improved, including cultural competency, so that children and 
families might have better outcomes.
 
Several evaluations of comprehensive and school-linked service efforts have 
tracked the improvement of service delivery, including cultural competence.  For 

The California Children and Families Commission (First 5 California) has adopted 
a set of Equity Principles to guide its policy work and funding decisions.  These 
principles can serve as guidelines to ensure that First 5 California funded-
programs and services are culturally and linguistically competent and inclusive in 
serving children with disabilities and other special needs.1,2   

15   
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example, both the national evaluation of Even Start and the statewide evaluation 
of California's Healthy Start School-linked Service Initiative document the 
culturally competent services and supports.
 

16,28 

What are the possible sources of data for this outcome?   
 
SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including changes in the cultural 
competence of services and supports. 
 
Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 
interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of the program participants and staff, and knowledge 
about best practices from the research literature.   
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T.  Increased service integration. 
 
What is the definition of this outcome?    
 
Increased service integration refers to ways that programs and agencies 
providing health, education, social, and other services increase collaboration to 
systematically link and coordinate services to provide a seamless system of care 
for children and families.    

• Providing comprehensive services (a combination of health, educational, 
social, or emotional support services)  

• Participating in service teams composed of providers from multiple agencies 
and disciplines 

• Using a centralized registry or database across agencies to share information 
on program participants  

 

 

 
Indicators include: 

• Having written agreements (memos of understanding [MOUs]) with other 
agencies to facilitate referrals, data sharing, or service coordination 

• Undertaking joint planning and decision-making among multiple agencies  

• Increasing the number of providers with interdisciplinary training 
• Seeking joint funding and/or pooling resources with other agencies 

• Advocating for policy change in collaboration with other agencies 
• Reducing the amount of time families have to wait between the initial referral 

and receipt of services 

(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 

Why is this outcome important?   
 
Increasing service integration for children will increase the probability that 
health, education, and social services providers can respond to their needs 
in a timely, coordinated, comprehensive, and cost-effective manner, 
leading to better outcomes for children.  Traditional service delivery systems 
have been flawed by being fragmented, duplicative, and tied to categorical 
funding,2  Also, research on current service systems indicates that new methods 
for servicing systems need to be implemented.  Data collected on children’s 
problems indicate four flaws in organized services for children: (1) a crisis-
oriented system that does not prevent problems, (2) the compartmentalization of 
problems into rigid categories, (3) lack of communication among various 
agencies, and (4) the provision of specialized services that are not able to 
address the interconnected problems of children and their families11.  A variety of 
health, education, and social services is offered to children and their families, but 
these services are not working together to provide better outcomes for children.  
Children’s needs span traditional service domains (e.g., the health, education, 
and social services areas).  Children who have developmental or behavioral 
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problems often have health problems as well.  Addressing education or behavior 
problems and ignoring family or health problems is seldom effective.1    
 

 

 

Integrating services for children and their families involves joint planning, 
services, and accountability.  Service integration includes three components: 
(1) joint development and agreement on common goals and objectives, (2) 
shared responsibility for the attainment of goals, and (3) shared work to attain 
goals using the collaborators’ expertise.11  Studies show that when multiple 
agencies provide care for the same children and their families, but do not 
establish common goals, they tend to take less responsibility for their outcomes 
than when service agencies agree to common goals and objectives.4  By working 
together on common goals, agencies can streamline eligibility systems to allow 
easier and quicker access to services.8  Agencies also can share work by 
developing multiple agency: (1) intake and assessment systems; (2) 
confidentiality waivers; (3) common staff development; (4) case management 
coordination; (5) agreement on common outcomes to use for accountability;10 
and (6) partnerships to raise funds for joint services.4  To make service 
integration work, collaboration needs to occur among agency administrators as 
well as front-line service providers.4 

Integrating services has shown to be cost-effective.6,7  Cross-agency 
collaboration and coordination such as using a centralized registry or database 
across agencies to share information on program participants can help reduce 
administrative costs.6,7  Because integrated services often focus on primary 
prevention and early intervention, they can avert the costs associated with 
services for more complex and challenging problems.6,7 

Who else currently uses this outcome?   
 
The Foundation Consortium for School Linked Services, established in 1991 to 
promote systems’ change in California, has been funding programs, evaluations, 
and research that look at how systems that serve children and families might be 
improved (including improvements in service integration) so that children and 
families might have better outcomes.
 
Several evaluations of comprehensive and school-linked service efforts have 
tracked the improvement of service delivery, including increased service 
integration.  For example, both the national evaluation of Even Start and the 
statewide evaluation of California's Healthy Start School-linked Service Initiative 
documented the extent to which programs offered accessible services.
 

3 

5,9   

What are the possible sources of data for this outcome?   
 
SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including changes in the integration of 
services.  
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Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 
interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of the program participants and staff, and knowledge 
about best practices from the research literature.   
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U.  Increased accountability of results 
 
What is the definition of this outcome?  
   
Increased accountability of results refers to identifying results to be achieved, 
linking strategies to achieve them, and tracking progress toward these results 
over time.  Intended results include change to service delivery systems, as well 
as improved child and family outcomes.   
 
Indicators include: 

• Using data to inform program refinements and future program funding. 

 

• Using a shared accountability system across agencies (e.g., using some 
common measures to assess results and examining findings jointly)  

• Developing new data collection tools 
• Conducting research on effective practices/integrated systems 

 
(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 

Why is this outcome important?  
  
Information on results enhances community and agency capacity to judge 
and refine their efforts.2,7  By using data on performance, programs can identify 
potential issues in outreach, utilization, quality, intensity, and effectiveness.  This 
information can be used to adjust program activities or strategies.  Results-based 
accountability can also help programs to better organize and plan their work.  For 
example, it can help programs and funders see how well their strategies align 
with intended outcomes and indicate the location of gaps or duplication in the 
efforts being made.   
 

 

Results-based accountability may provide an alternative way to still hold 
agencies responsible but one that also lets them have greater discretion 
about how to serve children and families.2,4  The hope is that results-based 
accountability will reduce problems that schools, health care, social service 
agencies, and other human service agencies have because of rules that prevent 
them from being flexible and responsive to the needs of those they serve.  
Policy-makers and funders could be asked to focus on the goal of a program 
(e.g., to reduce the number of low-birth-weight babies) rather than creating 
programmatic or funding requirements that tend to interfere with a program’s 
ability to respond to a wide range of urgent needs. 

Agreement on desired results can facilitate cross-systems collaboration on 
behalf of children.2,4  The desired results are those that will produce well-being 
for children, adults, families, or communities, and they cut across programs and 
agencies.  For example, programs from different domains and perspectives can 
agree on a common result such as “children are ready for school.”  This 
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agreement can be leveraged into greater collaboration and more coordinated 
systems of care.1,3   
 

 

 

 

Results-based accountability can demonstrate to funders and the public 
that investments are producing results.2,4  Support for publicly funded 
programs is increasingly tied to service institutions’ ability to demonstrate that 
they can accomplish their intended purpose.5  Programs willing to be held 
accountable for results will have a greater chance of obtaining needed funding 
and other support.  First 5 California and County Commissions are already being 
asked to answer questions such as “Are families better off?  What difference 
does this funding make?”   

Results-based accountability is a continuous process.  The purpose of 
results-based accountability is to continually monitor the well-being of children, 
families, communities, and the systems that serve them so that more informed 
decisions can be made about programs and policies.2,4,6,8 As programs and 
policies are modified, information about how these changes are affecting well-
being needs to be gathered.  Tools for using results accountability suggest that 
the following steps be taken: (1) examination of the baseline data on the result, 
(2) discussion of why the baseline looks the way it does, (3) identification of what 
more needs to be learned, (4) consideration of what strategies could be used, (5) 
creation of a work plan (and what partners need to be involved), (6) development 
of a system for monitoring performance and progress toward the shared result, 
and (7) use of the findings for creating a revised work plan.2   

Results-based accountability efforts should maximize the use of available 
data and develop new data sources when necessary.  Collecting data can be 
burdensome and resource-intensive.  Therefore, every effort should be made not 
to duplicate data-collection efforts (e.g., using available data and creating safe 
ways to share data whenever possible).  Sometimes it will be necessary to invest 
in the development of better indicators and research on unanswered questions.  
It may also be necessary to invest in a data infrastructure that collaborating 
agencies and parties can use to store, analyze, and produce reports in a timely 
and useful manner.2 

Who else currently uses this outcome?   
 

 
The Foundation Consortium for School Linked Services, established in 1991 to 
promote systems’ change in California, has been funding programs, evaluation, 
and research that look at how systems that serve children and families might be 
improved (including increased civic engagement) so that children and families 
might have better outcomes.  The Consortium currently sponsors the Results for 

The use of outcome-based (or results-based) accountability is mandated by the 
Proposition 10 legislation.  Therefore, all Proposition 10 County Commissions are 
involved in using an outcome-based approach. 
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Children Initiative that supports five Proposition 10 County Commissions in their 
use of results-based accountability and inclusive governance.
 

7 

What are the possible sources of data for this outcome?   
 
SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including changes in the use of results-
based accountability to inform program refinement, planning, and funding 
decisions. 

 

 
Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 
interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of the program participants and staff, and knowledge 
about best practices from the research literature.   

 
 

 U - 3



 

Sources 
 

weth, J., Philiber, S., & Oakley, M. (2000). Systems change in California: Progress at the 
Millennium. Sacramento, CA: The Foundatrion Consortium and Philiber Research Associates. 
 

 

 

1 Chyno

2 Friedman, M. (2000). Results accountability for Proposition 10 commissions: A planning guide 
for improving the well-being of young children and their families. N. Halfon, E. Shulman, M. 
Shannon, and M. Hochstein (Eds.) Los Angeles, CA: UCLA Center for Healthier Children, 
Families and Communities. 
 

3 Gardner, S. (March 2000). Changing the rules? County collaboratives' roles in improving 
outcomes for children and families. Sacramento, CA: Foundation Consortium. 
 

4 National Research Council, & Institute of Medicine. (2000). From neurons to neighborhoods: 
The science of early childhood development. Committee on Integrating the Science of Early 
Childhood Development. J. P. Shonkoff & D. A. Phillips (Eds.), Board on Children, Youth, and 
Families, Commission on Behavioral and Social Sciences and Education. Washington, DC: 
National Academy Press. 
 

5 Schorr, L., Farrow, F., Hornbeck, D., & Watson, S. (Fall 1994). The case for shifting to results-
based accountability with a start-up list of outcome measures with annotations. Washington, DC: 
Center for the Study of Social Policy. 
6 Sutherland, C., McCroskey, J., & Halfon, N. (2001). The challenges of measuring the impact of 
Proposition 10. In N. Halfon, E. Shulman, & M. Hochstein (Eds.), Building community systems for 
young children. Los Angeles: UCLA Center for Healthier Children, Families and Communities. 
7 The Foundation Consortium. (2002, March 8). What we do: Results for Children Initiative (RCI). 
Retrieved Aug 12, 2002, from http://www.foundationconsortium.org/site/shortcut/what/p10res.htm 
 

ner, S., Coley, S., Schorr, L., & Bruner, C. (1994). Making a difference: Moving 
to outcome based accountability for comprehensive service reforms (Research Brief 7). Des 
Moines, IA: National Center for Service Integration. 

8 Young, N., Gard

 

 U - 4

http://www.foundationconsortium.org/site/shortcut/what/p10res.htm


 

V.  Increased civic engagement of program participants.  
 

What is the definition of this outcome?    
 
Increased civic engagement refers to activities and strategies that promote more 
meaningful involvement of program participants and other community residents 
in decision-making and community planning processes about improving the 
conditions for children and families.   

• Increasing public input (e.g., surveys, community hearings) 

• Increasing volunteer support of agencies/services 

 

 

 
Potential indicators include:  

• Providing policy and advocacy training to program participants 
• Increasing civic participation on policy boards 

• Increasing civic participation in formal and informal community associations 
• Increasing family use of peer support groups. 

(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 

Why is this outcome important?  
 
Engaging residents and local agencies can support better outcomes for 
children and families ealthy Start program suggests 
that engaging black community residents was critical to developing an effective 
program that reduced infant mortality.
parents as decision-makers in educational program can lead to improved student 
academic achievement, reduced behavioral difficulties, and increased 
attendance. collaborations that engage residents 
have been able to positively affect certain kinds of community outcomes such as 
children’s safety.4 
 

 

.13  A study of the Boston H

6  Other studies have found that engaging 

3  Other research suggests that 

Civic engagement in decision-making (also called “inclusive governance”) 
ensures that the perspectives of those from diverse backgrounds are taken 
into account when making decisions that will affect them.1  Inclusive 
governance ensures that people who are recipients of services, community 
residents, and service providers, as well as policy-makers and funders, are 
represented and heard during decision-making.  Evaluations of civic engagement 
efforts have found that the inclusion of community residents and program 
participants in decision-making works better when it is formally included in the 
governance rules.9 

Agencies funded to operate Head Start and Child Care programs are required to 
solicit feedback from parents through parent meetings and Parent Advisory 
Councils. A representative from each agency council is elected to serve on the 
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Head Start/Child Care Parent Policy Council which helps set guidelines for Head 
Start programs across the city.12  
 
Civic engagement processes can help to identify needs and effective 
solutions more accurately.  Consulting and involving community members in 
needs assessments, program design, and policymaking will increase the 
chances that they will be appropriate, effective, or sustained.
on needs and solutions can be gathered using various methods, such as 
surveys, focus groups, town hall meetings, and community forums.
 
System change efforts can be supported by community engagement in that 
process.5  When local residents are involved in community discussions about 
improving the lives of children and families, they tend to focus more on results 
rather than rules.  In addition, they emphasize the need for prevention-oriented 
activities rather than services for families in crisis.  Civic engagement also helps 
programs tailor their services and approaches to the unique needs of specific 
communities. ific communities, professional 
services can build on existing natural supports (e.g., extended family, clans, faith-
based organizations, neighborhood associations), on which families prefer to 
rely. ects need to be more supportive of 
family needs and to establish genuine parent-professional partnerships.11  
Furthermore, increasing parenting skills and access to resources can increase 
parental involvement and diminish isolation.
 

 

1  Community input 

1 

8  By tailoring programs to spec

4  To increase parent engagement, proj

6 

Evaluations of programs are more informative when “insiders” help to 
frame the evaluation questions and the implications of the results.  
Traditional evaluation theory requires that evaluations be conducted by people 
outside of a program to ensure a nonbiased view, but new theories of evaluation 
(Evaluation Utilization Theory) believe that involving “insiders” such as program 
participants and staff in the design and interpretation of program evaluations will 
increase the usefulness of the data and the likelihood that results will be used for 
program refinement.7 

Civic engagement and inclusive governance require special outreach 
efforts.  Extra effort must be taken to reach out to diverse groups that have 
historically been disenfranchised.  To change who attends community or program 
meetings requires intention, resources, and commitment.1  Programs and 
community efforts can reduce barriers to participation such as location and times 
of meetings, languages spoken at meetings, lack of child care, unfamiliarity with 
formal meeting processes (e.g., Robert’s Rules of Order), and professional 
jargon.  They can reach out to residents through surveys, focus groups, and 
meetings sponsored by people or organizations who have strong relationships 
with groups of community residents.  In addition, outreach efforts can use places 
where people in the community already meet (e.g., churches).  The governance 
structure can be designed to be inclusive (e.g., have a designated number of 
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positions for people representing specific perspectives, hold separate meetings 
with different groups).1 
 
Who else currently uses this outcome?   
 

 
The Foundation Consortium for School Linked Services was established to 
promote systems change in California.  The Consortium currently sponsors the 
Results for Children Initiative that supports five Proposition 10 County 
Commissions in their use of inclusive governance and results-based 
accountability.
 

The Civic Engagement Project for Children and Families is a collaboration of six 
sponsors interested in supporting strategies to engage a diverse public with the 
issues facing young children and their families.  The project partnered with eight 
California Proposition 10 County Commissions to support and track civic 
engagement efforts.2 

10 

What are the possible sources of data for this outcome?   
 

Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 
interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of the program participants and staff, and knowledge 
about best practices from the research literature.   

 

SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including changes in the inclusion of 
residents from diverse backgrounds in the planning and implementing of First 5 
California-funded activities.  Inclusion of residents from diverse backgrounds in 
meetings and governing bodies also can be documented from attendance data.   
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W.  Increased sustainability of First 5 California-funded programs.   
 

What is the definition of this outcome?   
  
Increased sustainability of First 5 California-funded programs refers to activities 
and strategies that promote the long-term continuation (i.e., 5 or more years) of 
those programs for children from birth to age 5 and their families.   
  
Indicators could include:  
 

• Percentage of First 5 funds, versus funds from other sources 

(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 
 

• A program fund-raising plan for the current year and for at least 1 year into 
the future 

• An increase in total funding for the program 

• Percentage of funds from long-term sources, such as local tax levies.  
 

Why is this outcome important?  
 
Strategies to increase funding for programs can ensure continuity in 
services that produce lasting benefits for children and families.  Community 
programs that have access to ongoing “mainstream” funds can focus their efforts 
on delivering high-quality services. ablish early and ongoing 
efforts to identify alternative funding sources can flourish, even if initial funding is 
lost. temporary funding, well-designed 
community programs, with demonstrated results, can attract stable 
institutionalized funding streams, such as entitlements and tax-based funding.3,9  

Programs also can promote sustainability by leveraging additional funding 
through the private sector. ility is having a 
clearly defined program plan, including provisions for ongoing funding and data 
demonstrating that the program meets its goals.
 

 

3  Programs that est

1  For example, rather than relying on 

1  Central to the outcome of sustainab

2,4 

Effective sustainability strategies encourage community engagement 
around issues of importance to children and families.  Programs that are 
visible to and valued by the larger community are likely to be sustained.2  To the 
extent that a program becomes embedded in a community, it can be identified by 
community leaders and stakeholders as a high funding priority.2  Program plans 
that include in-kind contributions from community members can generate 
community involvement in important issues and advocacy for additional or future 
funding.8,9  Likewise, programs that identify creative sources of funding are often 
those that collaborate extensively and share resources with other community 
services.4  (See indicator V.) 
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Sustaining integrated service approaches requires special types of 
financing.  Most federal and state funding streams continue to be categorical.5  
One of the first steps in implementing an integrated-service approach is 
developing or securing “glue money” that can be used for start-up planning, 
building shared information and service systems, and creating commitment 
among program line workers and administrators.7  Proponents of integrated 
services point out that more federal and state funding sources should be 
designed to meld with other funding sources.   
 

 

Sustainability of interagency collaboration and other systems change 
efforts requires efforts beyond financing.  Finance changes must be 
accompanied by transformations in governance, technology, and attitudes and 
capacities of staff at all levels of the system.7  A study with the first cohort of 
California Healthy Start sites found certain characteristics of collaboratives were 
related to sustainability.  They included: (1) greater parental involvement in 
planning and implementation, as well as greater teacher involvement; (2) greater 
trust, joint-decision-making, and feelings of shared ownership among 
collaborative members; (3) more and better services (more comprehensive, 
integrated, accessible, family-centered, culturally competent, balanced between 
prevention and intervention, and high-quality services); and (4) having a 
coordinator who was full-time and who carried clout with the involved agencies.6  

Who else currently uses this outcome?   
 

 

Sustainability is being monitored in a variety of settings, including the California 
Healthy Start evaluation and numerous state and federal funding sources (e.g., 
Elementary Schools Counseling Grant).  The Foundation Consortium and 
Philliber Research Associates interviewed California county executives and 
service site coordinators about their ability to receive funding from mainstream 
sources, rather than special or temporary funds.3 

What are the possible sources of data for this outcome?   
 
SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including efforts at sustaining First 5 
California-funded activities and changes in systems brought about by these 
activities.  Sustainability also could be monitored using program budgets. 
  
Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 
interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of the program participants and staff, and knowledge 
about best practices from the research literature.   
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X.  Improvements in school readiness service system.  
 

What is the definition of this outcome?   

  

 

 

 

  
Service systems improvements can promote formal linkages between elementary 
schools and the community programs, and can serve children and families better 
before and during the early school years.  Indicator could include:   

• The number and of elementary schools with formal linkages to preschools, 
Head Start and Early Head Start programs, child-care centers, home visiting 
programs, and community resources 

• The number and percentage of preschools with formal linkages to public and 
private elementary schools, child-care centers, home-visiting programs, and 
community resources.  

 
Depending on the means by which these linkages are established, more specific 
indicators could include: 

• The average number of contacts between school and early childhood 
program on behalf of each child 

• The establishment of days for the parents and children to visit the elementary 
school the children will be attending 

• The percent of parents receiving “Welcome to Kindergarten” information 
distributed by their early childhood program provider 

• Record transfers (e.g., assessments, student work portfolios) between 
settings. 

(Additional indicators may be identified when developing the Statewide 
Evaluation of First 5 California Programs and its School Readiness Initiative.) 

Why is this outcome important?  
 
Formal linkages between elementary schools and preschool and 
community services can aid children and families during the critical 
transition into kindergarten.  The transition into kindergarten can be 
challenging and stressful for students and their families.3,6,8,9,12,13  A lack of 
integration among the programs that serve these children can be confusing for 
families, particularly in terms of understanding eligibility for various services.1  In 
contrast, schools, preschools, and care providers that are connected to each 
other and to other social services can respond efficiently to the individual needs 
of children who are making the transition.2,5,12  Formal associations with local 
public schools can also offer access to services that are lacking in the preschool 
programs, such as early identification of special education needs.13  Likewise, 
kindergarten teachers who have regular contact with students’ previous 
caregivers and teachers can plan for continuity in the educational curriculum, 
ensuring early success in elementary school.10,12  (See indicator K2.) 
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Who else currently uses this outcome?   
 

 

Formative evaluations can support program refinement.  Evaluators who are 
external to program staff can conduct formative evaluations of programs to 
determine how programs and activities are being implemented and to identify 
areas that could be improved.  Such evaluations usually include observations, 

Formal linkages could improve the quality of education for young children 
by expanding professional development opportunities for preschool and 
elementary school teachers.3  Connecting Head Start and child-care providers 
with public schools could shed light on the importance of preschool education 
and raise awareness about the need for well-trained preschool teachers with 
equitable salaries.  Preschool teachers who are integrated into the public school 
infrastructure also could have access to colleges and universities, teacher 
certification programs, and technical assistance.  In turn, elementary school 
teachers, some of whom lack specific expertise in early childhood education, 
could benefit from learning about the experiences of their colleagues in preschool 
settings.  Teachers who are well-educated and supported are needed for 
students to be ready for school.  

Partnerships between elementary schools and preschool services can help 
elementary schools maintain parent and family involvement practices that 
are associated with positive student outcomes.3,4  Head Start and other 
preschool programs typically emphasize parent involvement to a greater extent 
than do most elementary schools.  A partnership with preschools could help 
elementary schools to maintain vital relationships with families.  
 

In 1990, the National Education Goals Panel (NEGP) set its first goal as “all 
children will start school ready to learn,” with a critical element being the concept 
of “ready schools”—schools also must be ready to receive all children.12  The 
California Children & Families Commission (CCFC) translation of the NEGP 
concepts has resulted in a framework that identifies five “Essential and 
Coordinated Elements” of school readiness programs, including school capacity 
and program infrastructure and administration.  The National Center for Early 
Development and Learning conducted a survey of early childhood state 
representatives and collected data on what states are doing to define and assess 
children’s school readiness, including efforts to develop ready schools.11  
Previously, the Administration for Children, Youth, and Families sponsored a 
National Initiative on Transition from Preschool to Elementary School.7 

 
What are the possible sources of data for this outcome?   

SRI will develop evaluation tools (such as surveys and case study protocols) to 
assess changes in systems of care, including linkages between public schools, 
preschools, childcare centers, and other community resources.   
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interviews, focus groups, and document reviews.  These evaluations should take 
into account the views of the program participants and staff, and knowledge 
about best practices from the research literature. 
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A good name is easily identifiable, memorable, and gives an idea of what an organization does.  
We believe that the name First 5 California conveys the importance of the first 5 years of life—
the period during which a child’s brain develops most dramatically.  Coupled with the work of 
the CCFC, the name First 5 California will help the public understand the CCFC’s overall 
purpose .   

 

 

What is First 5 California (Proposition 10)? 

How does it work? 

FIRST 5 CALIFORNIA 

As you can see from the new name and logo the California Children & Families Commission 
(CCFC) has adopted “First 5 California” as our new overarching school readiness identity.   
 

 
To have a statewide presence, the CCFC must help ensure that all of the programs and services 
implemented under the Proposition 10 mantle are viewed as part of a cohesive body.  In 
particular, the School Readiness Initiative is a centerpiece of the CCFC’s work.  Our goal is to 
ensure that the combined School Readiness Initiative efforts of the State Commission and partner 
County Commissions will be easily identified with the new name and logo.  

The new name will be used in all Commission public education efforts, on any printed materials 
developed, and, over time, may become the primary identity of the organization.  For the time 
being, the CCFC will retain its formal organizational name, a practice that is common among 
government organizations.  For instance, the North Carolina Partnership for Children runs 
“Smart Start,” and here in California, the Healthy Families Program is run by the Managed Risk 
Medical Insurance Board (MRMIB).  We hope that First 5 California will unify the many 
different elements of the CCFC and convey a sense of continuity, connection, and cooperation 
among them.   
 

FIRST 5 CALIFORNIA (PROPOSITION 10) FACTS AT A GLANCE 
 

In November 1998, voters passed the California Children and Families Act, an initiative that 
added a 50¢-per-pack tax on cigarettes to fund education, health, child care, and other programs 
to promote early childhood development—from prenatal to age 5.  In 2001, approximately $687 
million was collected from the tax.  First 5 California (Proposition 10) was designed to address 
the lack of public funding and support for early childhood development in the wake of a growing 
body of scientific evidence that indicates that the emotional, physical, social, and developmental 
environments to which children are exposed have profound effects on their ability to reach their 
greatest potential in school and in life. 
 

Children and Family Commissions at the state level and in each of California’s 58 counties are 
carrying out the work of the initiative. 
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The California Children & Families Commission (CCFC) is the leadership agency and statewide 
coordinator for the California Children and Families Act.  The CCFC provides oversight, 
training, and assistance to the County Commissions and education statewide in regard to the 
importance of early childhood development.  In addition, the CCFC administers 20 percent of the 
overall revenue to offer technical assistance to County Commissions; to conduct research on, and 
evaluations of, the best policies and practices for young children; and to develop education, 
infrastructure, and training programs for parents, child-care providers, and other professionals.  

 

How are Commissioners chosen? 

 
The bulk of the Proposition 10 funds—80 percent—go directly to the County Commissions.  The 
County Commissions must develop strategic plans that are consistent with CCFC guidelines on 
funding local child-development programs and services, but they also have maximum flexibility 
in tailoring funding and programs to local needs.  Some CCFC requirements for County 
Commissions include obtaining broad public input and submitting audits on spending to the 
CCFC.  

Proposition 10 mandates that each Commission form at least one advisory committee to provide 
expertise and support.  The State Commission has established an Advisory Committee on 
Diversity, charged with helping to ensure that statewide First 5 California programs meet the 
needs of California’s ethnically, linguistically, and culturally diverse population, and of children 
with special needs and disabilities.   
 

The CCFC’s member commission is made up of seven members appointed by the Governor, the 
Speaker of the Assembly, and the Senate Rules Committee.  The Secretary for Education and the 
Secretary of the Health and Human Services Agency (or their designees) serve as ex-officio 
members.  Each county Board of Supervisors appoints a five to nine member Commission, 
including a member of the Board of Supervisors and two members from among those who 
manage county functions (e.g., behavioral health services, social services, tobacco prevention 
and treatment services).  The remaining members can be drawn from county functions or 
organizations that work in the early childhood development arena (e.g., child-care resource or 
referral agencies, community-based organizations, school districts, and medical, pediatric, or 
obstetric associations).  
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